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Fluoroscopy in Diagnostic Roentgenology 


Whether you have one of America’s 40,000 fluoro- 
scopes right in your office or whether you observe 
one only occasionally at the hospital —this unique 
book will prove of tremendous help to you in your 
diagnostic problems. 


Osteopathic physicians interested in increasing their 
diagnostic ability and potential through the medium 
of fluoroscopy will find this book an able guide and 
most excellent teacher. Some of the things this book 
tells you: how to properly evaluate and select fluoro- 
scopic equipment; how to get the utmost use from 
your equipment; potentials and limitations of 


W. B. SAUNDERS COMPANY - 


fluoroscopy; how to use radiography and fluoroscopy 
as complementary techniques in diagnosis; tech- 
niques of clinical observation covering the entire 
body; how to observe and evaluate proficiently what 
you see; how to pit sign against sign and arrive at a 
satisfactory differential diagnosis; how to overcome 
hazards and operate your equipment in virtually 
complete safety. Most of the 800 illustrations are 
unretouched positive prints that present images 


exactly as they appear on the fluorescent screen. 
By OTTO DEUTSCHBERGER, M.D., Assistant Clinical Professor of Radio- 
logy, New York Medical College; Roentgenologist in Charge, Bird S. Coler 


Memorial Hospital; Associate Visiting Roentgenologist, Metropolitan Hospital, 
N.Y. 778 pages, 7” x 10”, 800 illustrations. $22.00. New! 


West Washington Square, Philadelphia 5 
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FOR SORE, ACHING MUSCLES 
_ use MINIT-RUB. 
Give prompt relief to aching muscles 
{ fg with a brisk application of MINIT-RUB. 
‘ This modern counterirritant provides 


a soothing, mild feeling of warmth, 
relaxes muscles, eases pain. 


BRISTOL-MYERS COMPANY, 19 West 50 Street, New York 20, N.Y. 
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She’ll enjoy this pregnancy 


Fifty per cent of all pregnant women — even those 
on a “good” prenatal diet — suffer calcium de- 
ficiency symptoms.* 


the wrong calcium worse than none 


New evidence further shows that because of 
calcium-protein antagonism, time-honored cal- 
cium phosphate supplements may actually cause 
a deficiency, just when optimum levels are de- 
sired. And high-protein diets are also rich in 
calcium-draining phosphorus. Thus leg cramps 
are a minor symptom of major significance: their 
presence may indicate seriously low calcium 
levels. 


reduce phosphate . . . increase calcium 


Calcisalin, a complete prenatal supplement, con- 
taining 100% of the MDR for vitamins and iron, 


is also completely physiologic. Phosphate-free 
and phosphorus-eliminating, it helps prevent 
hypocalcemia at both points of origin: * calcium 
lactate assures readily assimilable calcium, free 
from the depressing action of phosphorus * alumi- 
num hydroxide gel takes up excess dietary phos- 
phorus without interfering with the value of other 
nutrients. 


Note: “Noncomplainers”: many patients consider 
leg cramps “normal” and complain only when 
cramps are severe. Thus the number of complaints 
does not truly reflect the higher incidence of calcium 
depletion. To safeguard against serious, “silent” cal- 
cium depletion, all women who enjoy a high-protein 
prenatal diet can benefit from Calcisalin’s phosphate- 
free, phosphorus-eliminating properties. 


Dosage: Two tablets three times daily. 
Available: Bottles of 100 tablets and in 8-ounce 
nursing bottles containing 300 tablets. 


J. R.: Minois 
M. J. 105:6 (June) 1954. 
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means antibiotics 


fortified with vitamins} to s 
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to support recovery, speed convalescence 


letracyn 


BRAND OF TETRACYCLINE 


the leading broad-spectrum antibiotic, discovered by Pfizer 


with water-soluble vitamins in combinations originated by Pfizer 


For patients with infections, “one must aim at maintaining 


the normal daily nutritional requirements, replacing 


previous depletions and current losses, and supplying 
whatever increased requirements may be related to the 
nature of the illness.” This is the concept of “treating 
the ‘whole’ patient.”” 


Tetracyn SF has antibiotic effectiveness equal to that 
of Tetracyn® alone® and, in the hands of thousands 
of physicians, has shown 

Equivalent Blood Levels’ 

Superior Toleration* 

Accelerated Recovery’ 


Two effective dosage forms for oral use: 


Terramycint SE* is also available. 


Tetracyn SF and Terramycin SF are formulated to provide 
with the minimum daily dose of each antibiotic 

(1 Gm. of Tetracyn or Terramycin) the stress vitamin 
formula recommended by authorities on nutrition.’ 


1. Pollack, H., and Halpern, S. L.: Therapeutic Nutrition, Prepared in Collaboration 
with the Committee on Therapeutic Nutrition, Food and Nutrition Board, National 
Research Council, Washington, D. C., 1952. 2. Marti-Ibanez, F.: Antibiotic Med. 
1:247 (May) 1955. 3. Dumas, K. J.; Carlozzi, M., and Wright, W. A.: Antibiotic Med. 
1:296 (May) 1955. 4. Milberg, M. B., and Michael, M., Jr.: Ann. New York Acad. Sec., 


In press. 5. Prigot, A.: Ibid. Trademark for Pfizer brand 


tBrand of oxytetracycline 


of antibiotics with vitamins. 


PFIZER LABORATORIES, Brooklyn 6, N.Y. 


Division, Chas. Pfizer & Co., Inc. 
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Histacount is the trade mark of Professional Printing Company, Inc. 
—America’'s largest printers for Doctors exclusively. 


Histacount means highest quality at lowest prices for Printing, 
Patients’ Records, Bookkeeping Systems and Filing Supplies. 


Histacount means your satisfaction or money back—no questions. 


Free samples and catalogue on request. 


PROFESSIONAL PRINTING COMPANY, inc. 
NEW HYDE PARK, NEW YORK ® 
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AMERICA’S LARGEST PRINTERS TO THE PROFESSIONS 


a more complete product for the 


treatment of urinary tract infections 


ATTACKS 3 WAYS 


1. SULFAMETHYLTHIADIAZOLE 
to provide rapid and high sulfa concentration 
in the urine. | 


2. SULFADIAZINE to provide adeq 
blood levels. 


3. AZODYNE* to provide fast symptomatic 


relief, making the patient more comfortable. 


* Stuart brand of Phenylazo-Diaminopyridine HCI 


3 ONE TABLET CONTAINS: 
SULFAMETHYLTHIADIAZOLE 125 mg. 
SULFADIAZINE 125 mg. 
AZODYNE 75 mg. 


Effective low sulfa dosage 


USUAL DOSE: Initially 4 tablets, 
then 2 tablets 4 times daily. 


SUPPLIED: BOTTLES OF 100 TABLETS AT ALL PHARMACIES 
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benzamine 


xerts maximum actic 


_with freedom from prolonged 
drug effect in asymptomatic period: 


.--AND GOOD TASTING, TOO! 


WITHOUT HOSPITALIZATION 


HORLICKS 
CORPORATION 


Pharmaceutical Division 
RACINE, WISCONSIN 


Nulacin 


A recent clinical study* of 46 ambulatory nonhos- 
pital patients treated with Nulacinf and followed 
up to 15 months describes the value of ambulatory 
continuous drip therapy by this method. Total 
relief of symptoms was afforded to 44 of 46 patients 
with duodenal ulcer, gastric ulcer and hyper- 
trophic gastritis. 

The delicately flavored tablets dissolve slowly in 
the mouth (not to be chewed or swallowed). They 
are not noticeable and do not interfere with speech. 

Nulacin tablets are supplied in tubes of 25 at 
all pharmacies. Physicians are invited to send for 
reprints and clinical sample. 


*Steigmann, F., and Goldberg, E.: Ambulatory Continuous Drip Method 
in the Treatment of Peptic Ulcer, Am. J. Digest. Dis. 22:67 (Mar.) 1955. 

+Mg trisilicate 3.5 gr.; Ca carbonate 2.0 gr.; Mg oxide 2.0 gr.; Mg 
carbonate 0.5 gr. 
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in the control 
of allergic 
symptoms— 


Why risk side effects from 

one antihistamine when a combination 
of three antihistamines means 

greater safety. 


MULTIHIST® 


an effective, safer combination of three antihistamines. 


Available in Capsules and exceptionally palatable 
fruit-flavored Syrup, (half-strength) for children. 


Each capsule contains: 
Prophenpyridamine maleate 10 mg. 
Phenyltoloxamine dihydrogen citrate ............ 10 mg. 


A| DORSEY | preparation. Syrup: Each 5 cc contains half of the above. 


Smith-Dorsey * Lincoln, Nebraska * A Division of The Wander Company 
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THREE GENERATIONS OF DOCTORS 
HAVE PRESCRIBED ANTACID, EFFERVESCENT PREI 


Sal Hepatica. 


Since 1897, doctors have consistently prescribed SAL Hepatica for APERIENT 

prompt relief of intestinal stasis. When SaL HEPATIca is taken one- a 
half hour before supper, relief is obtained before bedtime. When 
taken before breakfast results are usually achieved within an hour. CATHARTIC 


SaL HEPATICA acts so promptly because it is antacid and efferves- 
cent, lessening the emptying time of the stomach. Its osmotic action 
draws water into the intestine, providing a fluid bulk which is a 

LAXATIVE 


prompt but gentle stimulus to evacuation. RerrertT 


Ant 
Pleasant-tasting SaL HEPATICA acts without griping. Being antacid renee 


it relieves the hyperacidity frequently accompanying constipation. — 


10 
1 
| 
Sal} 
j BRISTOL-MYERS CO... 19 west 50 street, New York 20, N.Y. 


in 
rheumatoid arthritis 


free of significant metabolic, 
water or electrolyte disturbances.” 


The higher therapeutic ratio of METICORTEN permits marked clinical 
benefits unaccompanied by many of the major undesirable actions charac- ; 
teristic of cortisone and hydrocortisone.'+ 


e avoids sodium and water retention 

avoids weight gain due to edema 

no excessive potassium depletion 

better relief of pain, swelling, tenderness; diminishes joint stiffness 


¢ lowers sedimentation rate even where cortisone or hydrocortisone ceases 
to be effective—“cortisone escape” 


¢ most effective in smallest dosage 


Bibliography 

(1) Dordick, J. R., and Gluck, E. J.: Preliminary clinical trials with metacortandracin in 
theumatic diseases. Comparative antirheumatic potency, metabolic activity and hormonal 
properties, J.A.M.A., in press. (2) Bunim, J. J.; Pechet, M. M., and Bollet, A. J.: J.A.M.A. 
157:311, 1955. (3) Barach, A. L.; Bickerman, H. A., and Beck, G. J.: Clinical and physio- 
logical studies on the use of metacortandracin in respiratory disease. I, Bronchial asthma, 
Dis. Chest, in press. (4) Schwartz, E.: Personal communication. 


brand of prednisone (metacortandracin). 
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For dependable diathermy 


DAY IN — 
DAY OUT 


G-E INDUCTOTHERM*® 


HERE are many good reasons why the F-II_ | General Electric Company, Milwaukee 1, Wis- 
Inductotherm gives you a new view of dia- _consin, for Pub. R85. 
thermy performance. This G-E unit has a con- 


F-II INDUCTOTHERM® has fully 
servatively rated output of 200 watts—more than adjustable contour-following electrode 
enough for all modern technics, with built-in ..-optional, fully adjustable, air-spaced 
reserve for long-life. It lets you handle the com- electrodes (illustrated) . . . optional 
; cable electrode . . . accessory electro- 

plete range of treatments effectively and safely. surgical kit . . . high capacity amplifier 
Get complete details from your G-E x-ray tube . . . crystal oscillator circuit . . . 
simple controls . . . preset timer and 


representative. Or write X-Ray Department, patient’s own safety shutoff switch cord. 


Progress Our Most Important Product 


GENERAL ELECTRIC 
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ESSENTIAL 
HYPERTENSION 


AFTER 


The 2 X-rays above show the 
enlarged heart of a hypertensive 
patient before and after treatment 
‘with Unitensen Tablets. 
Unitensen is a true hypotensive 
drug that dependably lowers blood 
pressure—without dangerous side 
actions—in the majority of 
hypertensive patients whose blood 
pressure must be lowered. Thus, (X-ray, same heart after treatment) 
Unitensen can arrest the progress 
of vascular disease and, in time, 
actually permit regression.of 
organic changes. 


UNITENSEN TABLETS 


brand of cryptenamine 


Each tablet contains cryptenamine 
a (as tannate salts), 2 mg. 
bottles of 50, 100, 500 and 1000 Prolonged treatment is inexpensive—costs 


¥, to % less than other potent hypotensive 
drugs. 


IRWIN, NEISLER & COMPANY - DECATUR, ILLINOIS » TORONTO 1, ONTARIO 
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in gestation 


-..nowhere 
will you find so much 


protection by such 


small guardians 


two-a-day 
GESTATABS 


Mol-Iron® prenatal supplement... provide 


Vitamin A 6,000 U.S.P. Units 
% Protection from iron deficiency anemia Viteri 900 
with prophylactic Mol-Iron Vitamin K (Menadione) 2 mg. 
Vitamin Biz Activity 
Equivalent® 2 mcg. 
% Protection from leg cramps during preg- Folic Acid 1 mg. 
j : Ascorbic Acid 100 mg. 
nancy with phosphorus-free calcium Thiamine 
Riboflavin 5 mg. 
% Protection from neonatal prothrombin Pyridoxine Hydrochloride 1.5 mg. 
Calcium Pantothenate 10 mg. 
deficiency with vitamin K. Nicotinamide 30 mg. 
Mol-lron 
The comprehensive formula of Gesta- Ferrous Sulfate 120 mg. 
Molybdenum Oxide 1.8 mg. 
tabs satisfies the nutritional demands of Calcium (Elemental) ** 380 mg. 
pregnancy—thus reducing complications, *As in Streptomyces f ti i 
ati lied in bottles of 60 (one month's supply) 
WHITE LABORATORIES, INC. Also, Mol-Iron with Calcium and 
Kenilworth, 3 Vitamin D, capsule-shaped tablets— 
peeeeetereademrees for treatment of anemia of pregnancy. 
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On the Benefits of 


Rauwiloi 


(the alseroxylon fraction of India-Grown Rauwolfia Serpentina, Benth.) 


for the Hypertensive 
TRANQUILIZING 


Rauwiloid produces a tranquilizing effect uncomplicated by 
dizziness and accompanied by improvement in quality and du- 
ration of natural nocturnal sleep. This tranquilizing action begins 
in a few hours and reaches its peak in a few days. 


SEDATIVE BUT NOT SOMNOLESCENT 


A feeling of well-being is induced within 24 to 48 hours. Geriatric 

patients become less cantankerous; younger patients are better 
able to cope with the stress of daily living—without significant 
effect on alertness or productive capacity for work. 


BRADYCROTIC 


If tachycardia is present slowing of the pulse is noted after two 
or three days on Rauwiloid. This is especially appreciated when 
cardiac consciousness is part of the clinical picture. 


These actions of Rauwiloid are of definite benefit in every grade of 
hypertension; the more so since Rauwiloid is particularly suited for 
long-term chronic administration, and is virtually free from side 
actions and allergenic toxicity. The beneficial influence of Rauwiloid 
bolsters the hypotensive action of potent drugs, making them effective 
in lower dosage and greatly reducing their undesirable side actions. 


posace: Simply two 2 mg. tablets at bedtime. 
After full effect, one tablet usually suffices, 


Rauwiloid is a mixture of therapeutically desirable alkaloids, 
the alseroxylon fraction, extracted by an exclusive Riker 
process, and only from roots of Rauwolfia sepentina, Benth., 
grown in India. Besides reserpine, Rauwiloid contains other 
active alkaloids such as rescinnamine. 


LABORATORIES, INC., cos anceves, cauir, 


WHAT THE 
INVESTIGATORS SAY: 


“The sedative effect of Rau- 
wiloid is also a great asset . 
its ability to decrease anxiety 
and improve the general sense 
of well-being yet it has very 
little soporific effect.” 

Ford, R.V., and Moyer, J.H 

Am, Heart J. 46:754 iNov.) 


“The symptomatic improve- 
ment, ticular! 
headache, (the i —- 
cardia, sounder a weight 
gain and relief of anxiety . 
was so consistent and frequent- 
ly so dramatic that it must be 
mentioned. We agree with Wil- 
kins that these symptomatic 
benefits are quite 
the most easily identifiable 
effects of the drug.” 

Finnerty, F.A., Jr.: Am. J. 

Med. 17:629 (Nov.) 1954. 


. [Rauwiloid] 
certain desirable e 
as mild sedation without som- 
nolence and a ame sense of 
well-being . 

Livesa. y.W.R A.M.- 
A. 155. 1027 


Lipsett, M.B., et al.;: 
fornia ‘Med. 81:412 (Deed 
1954. 


“Its [Rauwiloid’s)} 

tion may be responsible in bert 
for the symptomatic 
relief it affords, — in 
anxious, neurotic, hypertensive 
patients.” 


Wilkins, R.W.: 
Doctor 30:359 aon 1 
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patients said, unasked, that 
they felt better... ‘I 
better,” ‘I am less jittery’ 
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For 
ESSENTIAL 
HYPERTENSION 


alliance 
of the classic 
and contemporary... 


 THEOMINAL 


(Theominal with Rauwolfia serpentina) 


Combines for synergistic action: 


Theobromine (5 grains) 0.32 Gm. 
Luminal® (pioneer brand of phenobarbital) (1/6 grain) 10 mg. 
Rauwolfia serpentina alkaloids (alseroxylon fraction) 


Theominal itself has been widely prescribed for essential hypertension for sev- 
eral decades. The addition of Rauwolfia serpentina alkaloids—purified alseroxylon frac- 
tion—to the well established Theominal formula represents a substantial improvement. 


With the use of Theominal R.S., objective and subjective improvement can be 
obtained in a large percentage of hypertensive patients. There is mild and gradual but 
sustained reduction of excessive blood pressure and pulse rate to near normal levels. 
Striking symptomatic improvement occurs concurrently: alleviation of congestive 
headache, vertigo, dyspnea, nervous irritability, apprehension and insomnia. 


With Theominal R.S. medication the antihypertensive action of Luminal and 
theobromine may be evident in a few days, whereas a week or more may elapse before 
the Rauwolfia component exhibits its maximum effectiveness. However, the sense of 
well being due to Rauwolfia is experienced within a few days of medication and usu- 
ally precedes the development of the maximum antihypertensive effect. Theominal R. S. 
is well tolerated. 


DOSAGE: The usual dose of Theominal R.S. is 1 tablet two or three times 
daily. When improvement has been maintained for a time, the dose may be reduced or 
medication suspended occasionally until its resumption is indicated. 


HOW SUPPLIED: Theominal R.S. is supplied in bottles of 100 tablets. Sls a 


Also available as before WINTHROP 
THEOMINAL (Each tablet contains theobromine 0.32 Gm. “s 
and Luminal 32 mg. and 
THEOMINAL () (Each tablet contains theobromine 0.32 Gm. 
and Luminal 15 mg.) New -Yorw 18, y. 


Theominal and Luminal, trademarks reg. U.S. Pat. Off. 
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tL You Cau rola your patient and enjoy peace of mind 


yourself when you prescribe Noludar 'Roche' 


as a sedative (or in larger dosage » as a hypnotic). 


There is little danger of habituation or other 
side effects, because Noludar 

is not a barbiturate. Available in 

50-mg and 200-mg tablets, and in liquid 


form, 50 mg per teaspoonful. 


° 
Sheep bring cheep to a few ... but relaxation 


brings sleep to almost everyone. Noludar relaxes your 


patient and usually induces sleep within one half 

to one hour, lasting 6 to 7 hours. Clinical studies on 
more than 3,000 patients have demonstrated the usefulness 
of Noluder for the relief of nervous insomia and 
daytime tension. Noludar ‘Roche’ is not a barbiturate. 
Noludar’"-- brand of methyprylon 
(3,3-diethyl-5-methyl-2,4-piperidinedione) 

Hoffmann - La Roche Inc Nutley N.J. 
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PRONEMIA* 


Hematinic Lederle 


the most 
potent 


all oral 
hematinics 


One capsule daily for treatment and maintenance of 


all treatable anemias, including pernicious anemia. C Lederle } 

Each capsule contains: Vitamin B,, with 

Intrinsic Factor Concentrate ... 1 U.S.P. Oral LEDERLE LABORATORIES DIVISION 
Unit; Vitamin B,, (additional) . .. 15 mcgm.; amenscan Cpanamid comranr 


Powdered Stomach . . . 200 mg.; Ferrous 
Sulfate Exsiccated ... 400 mg.; Ascorbic Acid 
(C) .-. 150 mg.; Folic Acid ... 4 mg. @REG. U.S. PAT. OFF. 


Pearl River, New York 
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DECHOLIN* win Belladonna 


improved liver function PLUS reliable spasmolysis 


Steps up flow of dilute bile by hydrocholeresis - physiologic elimi- 
nation without catharsis - relieves spasm - no cramping - no evidence 
of tolerance - helps establish normal bowel habits. 

One or, if necessary, two Decholin/Belladonna Tablets t.i.d. gives your 


patients more effective relief of constipation and related G.I. complaints: 
flatulence, bloating, belching, nausea and indigestion. 


Each tablet contains Decholin (dehydrocholic acid, Ames) 3% gr., and 
extract of belladonna % gr. (equivalent to tincture of belladonna, 7 minims). 
Bottles of 100 and 500. 


*King, J. C.: Am. J. Digest. Dis. 22:102, April, 1955, 


(sy COMPANY, INC + ELKHART, INDIANA + Ames Company of Canada, Ltd., Toronto 


63553 
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Many clinicians agree: 
the underlying mechanism 
of bronchial asthma is... 


In comparative clinical studies, 
Vaponefrin Solution* proved a very effective bronchodilator 
in producing marked increases in vital capacity. ': 2.3 


*Vaponefrin Solution is a 2.25% solution 
of bio-assayed racemic epinephrine as hydrochloride, equivalent in pressor potency to 
1.25% U.S.P. Reference Standard Epinephrine. 


® 


VAPONEFRIN COMPANY * 304 SO. 69TH STREET * UPPER DARBY, PENNSYLVANIA 


1. Barach, A. L.: Physiologic Therapy in Respiratory Diseases. Second Edition, 
Philadelphia, J. B. Lippincott & Co., 1948. 

2. Richards, D. W. Jr., Barach, A. L., and Cromwell, H. A.: Use of Vaporized 
Bronchodilator Solutions in Asthma and Emphysema; Continuous Inhalation 
Method for Severe Asthmatic States: Am. J. M. Sc., 199:225, 1940. 


3. Segal, M. S.: Facts and Fancies in the Management of the Seriously II! Patient 
with Bronchial Asthma. Dis. of Chest, 14:795, 1948. 
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Master, Moser and Jatfe — Cardiac 


Emergencies and Heart Failure 
By ARTHUR M. MASTER, MLD. 


Associate Clinical Professor of Medicine, College of Physicians and Surgeons, 
Columbia University, New York 


MARVIN MOSER, M.D. 


Assistant Physician in Medicine, Montefiore Hospital, 
New York City 


and HARRY L, JAFFE, M.D. 


Assistant Attending Physician, Cardiology, Mount Sinai 
Hospital, New York 


New 2nd Edition. This is a clinical work on how to 
care for those cardiac emergencies which may con- 
front you at any hour of the day or night. It is truly 
a masterpiece of sound guidance on how to prevent, 
how to diagnose and how to treat these conditions. 
This fully revised and enlarged edition stresses the 
new drugs as well as established methods of treat- 
ment. The value of adequate interval therapy is 
“Any physician will find this book valu- 
able.”—Journal of the American Osteopathic Asso- 
ciation, (From a review of the previous edition.) 


New 2nd Edition. 203 Pages. 14 Illustrations. $3.75. 


indicated. 


Washington Square 


LEA & FEBIGER 
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Hardy — 
Fluid Therapy 


By JAMES D. HARDY, MLS. (Chem.), M.D., F.A.C.S. 


Professor and Chairman, Department of Surgery, University of Mississippi: 
Surgeon-in-Chief to the University Hospital, Jackson, Mississippi 


New Book. Dr. Hardy makes excellent use of the 
many scientific advances in fluid metabolism as he 
presents a concise consideration of total fluid 
therapy. Throughout, the major physiologic factors 
are examined with a view to providing factual 
clinical answers to the question of how much— 
of what fluid—by what route—how fast? General 
physiology of body fluid regulation and descriptions 
of selected laboratory procedures are presented first. 
The author then gives a simple, but widely 
applicable approach to the management of clinical 
problems. Special attention is given to potassium 
depletion, management of intestinal obstruction, 
fluid therapy in infants and children, and problems 
peculiar to the surgical specialties. Many of the 
complications involved in treatment are described 
and significant reactions are explained. 


New. 255 Pages. 77 Illustrations. 


8 Tables. $5.50. 


Philadelphia 6, Pa. 


= 
the MInIMmax 


Also available in 50-75 
and 100 MA capacities 


Mattern features a complete line of low priced 
TILT TABLE UNITS and Upright Compination 
FLUOROSCOPIC-RADIOGRAPHIC UNITS. 


combination examination table 


practitioner. $] 658 


f.o.b. Chicago 


The Minimax presents 
these outstanding advantages: 


and x-ray unit * for 

The Mattern Minimax offers maxi- @ utmost 
mum versatility and requires only a _ 
minimum investment—a particularly e practicality 
good combination for the general @ 20 MA UNIT 


@ Requires no special installa- 
tion—takes no more space than 
an ordinary examination table 
alone. Serves as examination 
table with stirrups and pads. 


@ Permits horizontal and verti- 
cal radiography and fluoroscopy 
—with change-overs effected by 
merely tripping a panel release. 


@ Needs almost no 

since its sturdy in- 
sures long-term, trouble-free op- 
eration. Requires less assist- 
ance to use; lets you give your 
full attention to the patient. 


@ Includes such diversified ad- 
vantages of modern equipment 
design as telescoping panel for 
vertical fluoroscopy of adults, 
with horizontal extension for 
children. 


@ integrally built lead shutters, shockproof vacuum sealed tubehead, 
fine focal spot, and over-all neat, professional appearance. 


See your local Mattern 
dealer, or write direct 
to us for information. 


4635-4659 North Cicero Avenue 


Chicago 30, Illinois 
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F. MATTERN 
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for 
dramatic 
results 

in 

hay fever 


During the ragweed season... 
HP*ACTHAR Gel provides your 
patients with powerful protection 
against allergic manifestations 

of hay fever. It is equally 
effective in the young and 

the aged. 


HP*ACTHAR’Gel is The Armour 
Laboratories Brand of 

Purified Adrenocorticotropic 
Hormone—Corticotropin—ACTH. 


In potencies of 40 and 
80 Armour Units per cc., 
in 5 cc. vials. 


(iN J GELATIN) 


® small doses 
Hay fever sufferers get striking relief of 
symptoms from even small doses of 
HP*ACTHAR Gel. 


¢ short-term therapy 
In hay fever, HP*ACTHAR Gel need 
be given only for a short time. It is 
administered as easily as insulin. Dis- 
comfort is minimal. 
*Highly Purified 


THE ARMOUR LABORATORIES 


A DIVISION OF ARMOUR AND COMPANY « KANKAKEE, ILLINOIS 
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AGE’ EXPERIMENT 
sHows. QUIETING EFFECT OF 


DORIDEN® (glutethimide CIBA) 


Tht DORIDEN-., totally new nonbarbiturate hypnotic and sedative—is effective as a quieting 
agent is demonstrated by this pneumatic movement recorder (jiggle cage), which measures the activity of 
laboratory animals. Note the marked change in the activity of mice after the administration of DORIDEN. 
Further evidence of the sedative and hypnotic effectiveness of DORIDEN is provided by numerous clinical 
studies. DORIDEN acts in 15 to 30 minutes and affords 4 to 8 hours of sound refreshing sleep. Present clinical 
evidence indicates it is not habit forming. Tablets (white, scored), 0.25 and0.5Gm. C I B A suUMMIT,N.J. 
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for 
those 


“on the men 


specify 
WiTE RRA’ 


THERAPEUTIC 
Therapeutic formula 

11 minerals, 9 vitamins — 

for prompt nutritional 

recovery following 

illness. All in one soft 

gelatin capsule. 


for 


those 


“on the go’ 


specify 


VITE RRA’ 


Supplemental formula 

11 minerals, 10 vitamins— 
ideal as the prophylactic 
mineral-vitamin capsule. 
Allin one soft gelatin capsule. 


balanced formulae: for balanced nutrition Chicago 11, Illinois 
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to control 


any capillary or venous bleeding 
rapidly—within minutes, 


regardless of origin... 


to prevent 


surgical bleeding safely*... 


KOAGAMIN 


parenteral hemostat 


*Over a million doses given without a 
single reported side effect—including 
thrombosis. 

KOAGAMIN, an aqueous solution of oxalic and malonic 


acids for parenteral use, is supplied in 10-cc. 
diaphragm-stoppered vials. 


an) CHATHAM PHARMACEUTICALS, INC. 


NEWARK 2, NEW JERSEY 
Distributed in Canada by 
06755 Austin Laboratories, Limited, Guelph, Ontario 
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PROVE YOUR DIAGNOSIS 
AND TREATMENT RESULTS 
WITH AN X-RAY MACHINE 


Remarkable 200 Ma. Full-Wave Unit 
With Rotating Anode Tube Priced 
Below Comparable 100 Ma. Units 


Many of the al and i i features of the control and transformer 
of this new X-ray Unit were originally in X-ray Generators designed and 
produced in large quantities by H. G. Fischer & Co. for the Armed Services 
—all of which were approved by the U. S Bureau of Standards and per- 
formance—proven in service by the Armed Forces. These special features 
are now available to the Medical Profession in this new, superior, 200-M illi- 
ampere X-ray machine at a price below comparable 100- milliampere units. 


The unit is available in either 100 or 200 milliampere rating and for single 
or two-tube operation. A full 100 kilovolts are available at ALL milliampere 
settings. 


The tubestand is furnished in either of two types at the same price— 
mounted on floor rails or floor-to-ceiling mounted. The tube arm on both 
types swings laterally through 90° to clear the table for vertical positioning 
and for single-tube fluoroscopy in both vertical and horizontal positions. A 
manually operated stereoscopic shift provides a lateral shift of 6” on both 
sides of center. 


The table is precisely counterbalanced for finger-tip tilting. A motor drive 
of the quiet, but powerful, roller chain type is available. A full-size 12x16” 
fluoroscopic screen is mounted on the table. It can be equipped with a 
spot film device that functions for one central, two horizontal, two vertioal, 
or four corner radiographs on an 8”x!0” film. 


The control is fully automatic, with its devices aligned progressively from 
left to right for the setting of each exposure factor in consecutive steps. 


The entire unit can be installed in an 8’xII’ room with an 8 ceiling height. 
Fill in the coupon below for complete information on this new X-ray unit. 


H. G. FISCHER & CO. 


Manufacturer of X-Ray, Physical Medicine and Rehabilitation Equipment 


H. G. FISCHER & CO., 9451-91 W_ Belmont Ave., Franklin Park, III. 
Please send, without obligation, full information on:..................... 
(1 FISCHER 200 MA. Radiographic-Fluoroscopic Unit 


C) FISCHER ore Radiographic-Fluoroscopic Unit and Examining 
Table 30 MA, [750 MA, 75 MA, [] 100 MA, [ 200 MA. 


(— FISCHER Short Wave Diathermy Units, F.C.C. Approved. 


oO int Down Payment—Low Monthly Payments— 
INCOME - AS - YOU - PAY Plan. 


(CO FREE Simplified X-Ray Manual. 


24 
— RK, | 
— 
| 
7 | 
| 
| 
| 


Journal A.O.A. PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS 25 


August, 1955 


patently practical 


DORBANE* 


1,8-DIHYDROXYANTHRAQUINONE 


peristaltic stimulant 
selective, persuasive, crystalline-pure 


DORBANE acts specifically on the colon...increases tonus 

and peiistalsis without affecting motility of the small intes- 
ia tine. Its gentle action induces regular, smooth evacuations 
‘ which promote re-establishment of normal bowel function, 


~ DORBANE is nontoxic, nonhabituating...does not require 
2" increased dosage with continued use. It is safe and effec- 
tive for children, adults and geriatric patients.* 


DORBANE is equally effective in occasional and chronic 
constipation. Particularly valuable in pregnancy, it is also 
extremely useful in constipation resulting from blocking 
agent therapy {as hexamethonium) used in hypertension 
and “...can replace other agents... in postoperative ano- 
rectal cases.""* 


impractical patent... Dosage: | or 2 tablets before retiring; for children, in pro- 


portion. Available: 75 mg. tablets, bottles of 100. 
No sluggard he, this latter-day Mercury 


swirls and swoops with the greatest of ease. 

The fair damozels seem much taken aback, 

as will he when he tackles a hill from the bottom! 
Patented 1870. 


“',..Clinical trials on a variety of patients re-emphasize the 
proven safety and efficacy of this laxative compound.’’* 


NEW ! porBANE SUSPENSION-orange-flavored 
liquid, delicious as is, completely disguised in orange 
juice, 37.5 mg. per teaspoonful. 


“Marks, M. M.: Am. J. Digest. Dis. 20:240, 1953. 


[Schenlahs/ SCHENLEY LABORATORIES, INC., NEW YORK 1, NEW YORK 


1938s DORBANE IS SCHENLEY’S REGISTERED TRADEMARK FOR A LAZATIVE. 
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J. For Weight-Control 
7 of the expectant 


mother 


NEW Ivstant PET NONFAT DRY MILK 
IS A VALUABLE ADJUNCT 


As you know, the essential nutrients of milk are all-important in 
pregnancy ... but total calories in whole milk sometimes create a weight 
problem. New Instant PET Nonfat Dry Milk, with all the high-quality 
protein, minerals and B-vitamins of whole milk—but with only half 

the calories—is ideal for the prenatal diet. 


These concentrated nutrients can often help compensate for complica- 
tions that develop in pregnancy—such as impaired digestion and low 
calcium absorption due to low protein intake. 


The delicious fresh flavor of Instant PET Nonfat Dry Milk when used as 
a beverage, the added milk nourishment which it gives to a variety of 
prepared dishes and its low cost are other advantages. Try Instant PET 
Nonfat Dry Milk in the prenatal diets of your patients. 


Developed by Pet Milk Company, 
makers of the original evaporated milk 


PET MILK COMPANY, ARCADE BUILDING, ST. LOUIS 1, MISSOURI 
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SOLIDS 


Multivitamins for children 2 to 10 


UNIQUE 


melts in the mouth 


PLEASANT TASTING 


SUPPLIED: 
OTTLES OF 50 and 100 
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PRESENT CLINICAL EVIDENCE INDICATES DORIDEN 1S NOT HABIT FORMING. 
Tablets (scored), 0.25 Gm. and 0.5 Gm. 


Rauwidrine—combining 1 mg. Rauwiloid® and 5 mg. amphetamine 
in a single tablet-—replaces despondence with equanimity —pro- 
vides serenity and pleasant alertness for the depressed and 
melancholy, the dispirited and frustrated patient—all without eupho- 
ria, without barbiturate drag. Safe for the hypertensive, too. 


Dosage: For mood elevation, initially 1 to 2 
tablets before both breakfast and lunch. 


LABORATORIES, INC., Los Angeles >. 


FOR OBESITY Rauwidrine curtails appetite without 
the “black mood” feeling of deprivation. 


sleep ™ 
elear > 
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 DORIDEN 
(glutethimide CIBA) : 
NEW EXPERIENCE IN MOOD ELEVATION 
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NO ONE IS COMPLETELY IMMUNE 


BRAND OF MECLIZINE HYDROCHLORIDE 


Motion sickness affects people of all ages 
because almost everyone is sensitive to 
labyrinthine irritation induced by travel 
on land and sea and in the air. 


Bonamine has proved unusually effective to 
prevent and treat this minor but distressing 
complaint. And a new agreeable method 

of administration is now offered by the 
incorporation of this well-tolerated agent, with 
its prolonged action, in a pleasantly 
mint-flavored chewing-gum base. 90°, of the 
drug content becomes available in only five 
minutes of chewing. 


Bonamine is also indicated for the control of 
nausea, vomiting and vertigo associated with 


labyrinthine and vestibular disturbances, post- 


operative status, Meniére’s syndrome and 
radiation therapy. 


*  RADEMARK 


PFIZER LABORATORIES, Brooklyn 6, N.Y. 


Division, Chas. Pfizer & Co., Inc, 


Supplied: 

Bonamine Tablets (sored and 
tasteless) 25 mg. 

New 

Bonamine Chewing Tablets >»; 
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Unlike most brands of evaporated milk, 
every single drop of Carnation 
is processed in Carnation’s own plants, 


under its own supervision... assuring 
the same high quality milk in every can 
that bears the Carnation label. 


protects your recommendation 
Carnation | 

| | warrants your specification 
~ 
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THREE pull straps 
control traction in 
model 430-EHS lumbo- 
sacral support pic- 
tured . . . two 
semi-rigid steels. 
WRITE for “Truform 
Red Book,”’ the fully 
illustrated reference 
catalog of Surgical 
Supports and Elastic 
Hosiery. 


Please read this “detail”, Doctor... 
because it’s what your favorite Truform fitter would tell you, 
we believe, if he or she visited your office... 


Truform’s educational program offers the finest training in the 
selection and fitting of surgical supports. Truform supports 
are designed on well-understood physiological principles, with 
a thorough understanding of the supportive or corrective 
effects to be attained. And there are a wide variety of designs 
to permit your selection of exactly the correct type to provide 
maximum therapeutic effect consistent with comfort. 


TRUFORM Anatomical Supports are available 
only from the Ethical Appliance Dealer. 


anatomical supports 
3960 ROSSLYN DR., CINCINNATI 9, OHIO 
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know 


your 


diuretic 


how safe is the diuretic you prescribe? 


the utmost in safety, confirmed by long clinical usage 
is one reason more physicians choose the organomercuri- 
als for diuresis. Their dependable action does not involve 
production of acidosis or specific depletion of potassium, 


and side effects due to widespread enzyme inhibition 
are absent. 


TABLET 


NEOHYDRIN 


BRAND OF CHLORM 


(18.3 MG. OF 3-CHLOROMERCURI 
2-METHOXY. PROPYLUREA IN EACH TABLET) 


a“ “ . 
no rest periods « no refractoriness 


NEOHYDRIN can be prescribed every day, 
seven days a week as needed 


a standard for initial control of severe failure 


MERCUHYDRIN® SODIUM 
tn diuretic research 


LABORATORIES, INC., MILWAUKEE 1, WISCONSIN 
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Just a year ago I had the privilege of standing be- 
fore you and outlining what I believed to be the chal- 
lenges to our profession. Those challenges I saw as 
aspects of one central problem—to provide adequate 
health care for all the people. 

It is time now for an evaluation of our efforts in 
meeting all the tasks that make up that large challenge. 
Definite advances have been made on all fronts, and 
they deserve listing, for a reasonable pride in our ac- 
complishments is a stimulus to further achievement. 

In increasing numbers, Americans are thinking of 
health care largely in terms of hospitals. They realize 
that the technical complexity of current practice in the 
healing arts demands that the physician have an ade- 
quate workshop. The nation’s hospitals are a tremen- 
dous capital investment in health, and each hospital is 
fresh proof of the growing demand for comprehensive 
health care. 

A survey of osteopathic hospitals is inspiring ; 
time and time again, physicians and their patients, 
bound by a mutual desire to expand health services, 
have worked together to construct new hospitals and 
expand old ones. This past year has witnessed the 
greatest upsurge of hospital activity in the history of 
the profession. New construction is at an all time high. 
Expansions and remodelings have set record levels. 
And since these new and growing hospitals are, by and 
large, financed by the physicians and their patients, 
they represent an overwhelming vote of confidence in 
the profession. 

The federal government has recognized and en- 
couraged these partnerships in a very concrete way by 
taking a hand in the financing. The inspired vision that 
set up the Hill-Burton program is now being actualized ; 
time and time again it is being demonstrated that gov- 
ernment and people can work together to meet the ex- 
panding health needs of a growing and dynamic nation. 

However, a vital lesson may be drawn from this 
record year. The sovereign state of Michigan, home 
of your next president, has become an additional pace- 
setter in hospital activity. One of the highlights of this 
convention has been to witness construction under way 


on the $9,200,000 Osteopathic Unit of Los Angeles 


*Presented at the Monday Evening Banquet, Fifty-Ninth Annual 
Convention of the American Osteopathic Association, Los Angeles, July 
18, 1955. 


Presidential Address* 


JOHN W. MULFORD, D.O. 


Cincinnati 


County General Hospital. This great hospital is being 
constructed because public faith in the service-cen- 
teredness of the osteopathic profession is so deep and 
widespread that voters were willing to assume the 
entire burden of cost through tax support. 

No one can escape the implications of the fact that 
osteopathic physicians have done their best work in 
those states that, through their courts and legislatures, 
have guaranteed an atmosphere in which the osteo- 
pathic physician can utilize his training to the fullest 
degree. Through delay in striking outmoded laws from 
the books, a few states are depriving their citizens of 
the best in modern health care. 

Of course, a hospital is more than just walls, 
floors, and equipment. A hospital is people. A friend 
of mine has termed a hospital a house of correction— 
of bad physical conditions. And it is true that a hos- 
pital’s primary function is (and will remain) to care 
for the sick and injured of today and to prevent, where 
possible, sickness and injury. But in addition, our 
hospitals serve as a cradle of tomorrow's medicine ; the 
importance of their teaching role must not be over- 
looked—they are the seedbeds of new ideas and tech- 
nics that will extend the quantity and quality of health 
care. [ am happy to report that the number of intern- 
ships and residencies in osteopathic hospitals is at an 
all-time high. 

The problem of paramedical personnel has plagued 
all the nation’s hospitals, ours included. Hospitals 
have been put in the position of competing with busi- 
ness and industry for the services of alert, dedicated 
young people. Solution of this pressing problem will 
not be easy, but the increased number of nursing schol- 
arships offered by this profession and its friends in 
1954-55 is an admirable step forward. 

Our schools have just completed another year. 
They merit applause for their strenuous efforts to 
maintain the highest standards in the face of rising 
costs, while trying to effect badly needed expansions. 
The dollar problem is a specter haunting every medical 
school in the country, and ours are hit even harder 
because they do not yet receive their fair share of pub- 
lic funds. But we are determined that osteopathic edu- 
cation will not become the prerogative of the rich man’s 
son, and the profession has responded handsomely to 
the financial crisis of our colleges. Divisional societies 
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in several leading osteopathic states have raised their 
dues for the sole purpose of giving increased support 
to osteopathic education. This self-taxation is a testi- 
mony to our faith in the dedicated administrators and 
teachers in our colleges. 

Our Christmas seal campaign set a new record, 
which I mention not from mere pride in records, but 
because translated into human terms, this means that a 
greater number of deserving students will be helped 
in reaching their educational goals. The Christmas seal 
campaign furnishes double support to osteopathic edu- 
cation: through the student loan funds, it benefits 
those whom we teach; through the research program, it 
benefits what we teach, for tomorrow’s knowledge is 
being tracked down in today’s laboratory. In addition, 
we have found that providing adequate research facili- 
ties and an atmosphere of freedom is the best way to 
attract top-level teachers. 

The Osteopathic Progress Fund has shown a 
healthy increase over the preceding year’s total, but this 
program must be expanded to allow greater public 
participation. Securing public support in the amounts 
needed can be accomplished only with wide cooperation 
throughout the profession. We must bring the story 
of osteopathic education to the public individually and 
collectively and if we do this I know we will secure 
the cooperation and support our colleges need and de- 
serve. 

The importance of OPF can not be overstressed. 
The status of this profession and its ability to extend 
adequate health care to all the people are both de- 
pendent upon the quality and amount of osteopathic 
education and research. They, in turn, are dependent 
upon OPF. And, to put it bluntly, OPF is dependent 
upon you. As the nation’s health needs grow, more 
and more doctors are called for. Thus we need more 
classrooms in which to train them, more modern equip- 
ment, better faculty salaries, increased research facili- 
ties, financial support to train young investigators, and 
a host of other things. What you are today is largely a 
product of your education; you have incurred a debt 
toward your alma mater that can never be fully repaid. 
But OPF provides a means by which you can demon- 
strate your recognition of that obligation. 

We can also chart progress in another area of 
education—postgraduate instruction. This convention 
itself is ample illustration of the desire of the osteo- 
pathic physician to bring the best of modern medical 
science to his patients. This year you have been offered 
the biggest, most comprehensive instruction and teach- 
ing course in the profession’s history. Some of you 
came from sprawling, bustling cities, some from the 
small towns that are the backbone of the nation, some 
from tiny hamlets where you as an individual represent 
the whole of the healing arts. But all of you will re- 
turn to your practices better doctors than you were 
when you came, better equipped to extend more ade- 
quate health care in the year ahead. 

On the research frontier significant advances have 
been made. Our investigators continue their explora- 
tions of problems of the highest importance. This pro- 
fession, through its Bureau of Research, is coordinat- 
ing the efforts of its researchers. Through the Bureau’s 
watchdog function, available resources are channeled 
to those projects that give promise of developing the 
osteopathic school of medicine’s unique contribution 
to the healing arts. This is a grave responsibility, for, 
despite the importance of this area of investigation to 
the health of mankind, the basic research being con- 


PRESIDENTIAL ADDRESS—i!ULFORD 


Journal A.O.A. 
August, 1955 


ducted under osteopathic auspices will not get done 
unless we do it. It is also heartening to note the in- 
creased recognition by those outside the profession of 
the importance of osteopathic research. These recogni- 
tions will be translated into greater financial support 
and also will eventually result in an extension of osteo- 
pathic concepts and methods to a greater and greater 
share of the public. The profession itself is showing an 
increased interest in research. As usual, a share of the 
funds from this year’s record Christmas Seal campaign 
will be expended on research. Another evidence of this 
growing interest is the formation and activity of the 
Foundation for Research of the New York Academy 
of Osteopathy. 

Developments in research conducted under osteo- 
pathic auspices indicate the possibility of a revolution 
in commonly held concepts of the human organism. 
With the potentiality of a major breakthrough into 
areas of heretofore hidden knowledge, with human 
lives and health at stake, we dare not shirk our re- 
sponsibility to support our investigators. 

Regarding the legislative and judicial field, there 
has been rejoicing this year over the victory of the 
Chicago College of Osteopathy in the Illinois Supreme 
Court. It has been gratifying that 30 years of effort 
has resulted in a successful climax; there is a natural 
satisfaction in such a long-sought victory, but our 
greatest joy is that our jurists have recognized their 
responsibility for the public’s health and will enable 
the osteopathic physicians of Illinois to render the 
finest care of which they are capable. It is to be hoped 
that certain other states that have not yet modernized 
their practice acts will follow suit. Some of our efforts 
to win full practice rights this past year have failed, 
despite the dedication of our legislative experts. We 
must recognize that opposition has been reduced to a 
handful of states that are struggling to catch up with 
the main trends of American thought. These states de- 
serve help, not castigation ; let us continue to press the 
idea that the public welfare is the sole touchstone of 
medical legislation. 

Advances have been made on the labor front, too. 
This year your Association has made initial contacts 
with top-level labor leaders. They were found to be 
neither sympathetic nor antipathetic toward the osteo- 
pathic profession—their attitudes could best be termed 
as watchful waiting, reserving judgment until we have 
demonstrated through performance our willingness to 
extend health care to all the people. Twentieth-century 
industrialism poses some massive health problems, 
problems that will not be solved by any one organiza- 
tion working alone. But labor’s notable lack of enthu- 
siasm about our group highlights one of this profes- 
sion’s largest responsibilities. 

Public health is dependent upon public understand- 
ing. As we clear away the brushwork of infectious 
diseases we are getting down to the bedrock problems 
of man’s total health. The role of the physician is 
changing: he is no longer “the man who makes you 
well” but “the man who teaches you how to live 
healthfully.” Thus the patient is taking a more and 
more active part in his health care. He must know 
more, he must understand more, and he must learn the 
criteria by which to judge the quality of the care he is 
getting. We submit that osteopathy is, as yet, the most 
nearly complete school of medicine. But the best care 
in the world is of little avail if the public is unaware 
that it is available. 

All this is by way of leading up to our responsi- 
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bilities to educate the public in health. We must strive 
to become good teachers as well as good healers. | am 
glad to report some recent concrete achievements on 
this score. The year past has seen completion of a 
twenty-six-program series of radio shows designed for 
public service. They have received wide distribution 
and enthusiastic acclaim. We are preparing to enter 
the field of television; our first film has been produced, 
and others are to follow. Our lay magazine has im- 
proved and will continue to do so. Press relations are 
generally better, from both a quantitative and qualita- 
tive standpoint. We have expanded our health exhibits 
program to include the conventions of the National 
Education Association and the American Association 
of School Administrators; we continue to educate the 
educators. We have produced better brochures to an- 
swer the basic questions about our profession. 

Public education is not a one-way street. This 
year has produced fruitful mutual relationships with 
other groups who share our dedication to the public 
interest. We have accepted representation on the Na- 
tional Health Council and deem it a privilege to cor- 
relate our activities with this collection of agencies 
whose loyalty to the people’s interest has been clearly 
demonstrated. As a result many other groups are 
learning about osteopathy, and we in turn are learning 
how to fulfill our public duties in a more coordinated 
manner. The A.O.A. is now a member of the National 
Safety Council. In addition there have been small, but 
important, day-to-day contacts with many other or- 
ganizations. The cooperation we have received, except 
a few isolated instances, has been nothing short of 
amazing, once we have made known our true motives 
and purposes. The health problems facing this nation 
are many and complex; the vast majority of organiza- 
tions energetically dedicated to their solution has no 
time for name-calling and back-biting. They share our 
desire to get the job done, and on that basis many 
sound, satisfying relationships have been established. 

I would be remiss if I failed to mention gratefully 
the enormous .contribution made to our profession by 
that lovely and lively corps of women, the Auxiliary to 


the American Osteopathic Association. There is almost, 


no public service activity of this profession that has not 
been touched and made better by the AAOA. Be it on 
behalf of hospitals, scholarships, fund raising, public 
education, or OPF, each instance of their energy and 
dedication make us indeed thankful that, as a profes- 
sion as well as individuals, we have their aid and sup- 
port. 

Everyone in this profession is familiar with the 
long history of our relationship with the American 
Medical Association. It would appear that it has 
not yet conceded that which is a fact, namely, that the 
osteopathic school of medicine does exist and that mil- 
lions of people are dependent, by choice, upon the os- 
teopathic profession for their total health care. 

Let us be mindful always that an organization is 
not a profession. Let us continue to differentiate be- 
tween the medical profession, of which we are a part, 
and the respective organizations representing schools 
of medicine. The medical profession is a great one; 
never should we do anything in an organizational way 
to strait-jacket the science of medicine. Never should 
we tell another group what they are or what they 
should think. The only sure approach to our relation- 
ships with other legitimate organizations is to continue 
to be willing to discuss mutual problems in the interest 
of the health and welfare of the American people. If 


there is to be an iron-clad segregation between the two 
schools of medicine, let it never become the fault of 
the American Osteopathic Association. 


I reiterate: We pledge ourselves to hearty coop- 
eration with any individual or group genuinely dedi- 
cated to the public health. 

Last year I called upon you to display unity. Your 
response was overwhelming. Were unity lacking, we 
could not have progressed so swiftly and surely as we 
have done. 

I commend you for your ability to put profession 
above self. As a group, the things we hold in common 
outweigh all possible differences ; let us continue in the 
pathway of unity, for in unity there is strength to ac- 
complish our high purposes. 

In addition to the problems that are exclusively 
or predominantly those of our profession, last year I 
presented a number of challenges of wider bearing but 
which had direct import for our group. No profession 
exists in a vacuum; each takes its life within the wider 
framework of the nation and the world at large. With 
regard to the challenge of maintaining freedom, it can 
be stated that the tide has turned. It is almost as 
though those who would have freedom restricted had 
sickened at their own excesses, finally visualizing the 
terrible toll that would be exacted by hampering the 
scientist’s freedom to teach and investigate. And in- 
ternationally there has been an easing of tensions, so 
that the flickering flame of hope has flared again in the 
breast of mankind. Let us hope that the chill hand of 
fear will be removed that we may, as men, get on with 
the job of improving life on this planet. 

A related problem is civil defense. Last year | 
noted that the magnitude and monstrosity of the new 
weapons had caused a strange paralysis in civil defense 
efforts. The facts about fall-out that have been re- 
leased have not alleviated, but increased, this paralysis. 
Accusations have come from high places that the na- 
tion’s physicians are unprepared for disaster ; unfortu- 
nately, such a charge contains quite a bit of truth. But 
it should be known that osteopathic physicians have 
been leaders in getting emergency planning set into 
motion. For example, one of our hospitals has been 
the first in the nation to plan and execute a thorough- 
going evacuation program. 

The problems of geriatrics, rehabilitation, and the 
chronic degenerative diseases loom over the entire na- 
tion. But our profession, with its concept of total 
health for the total man, is in a unique position to deal 
with these problems. How have we met this responsi- 
bility? A glance at our JouRNAL, at convention teach- 
ing programs (both at the divisional society and na- 
tional levels), and at our public education efforts will 
reveal that we are continually moving ahead on this 
important front. 

Because our Association has an important voice in 
health affairs, it is necessary that the organization 
operate at top efficiency in order to properly fulfill its 
mission. We are restless, never content to rest on our 
laurels, never satisfied with mere excellence. Conse- 
quently, during the past year several studies have been 
conducted with a view toward further improvement 
of our Association. As the profession grows, both in 
numbers and importance, the organization which repre- 
sents it faces greater responsibilities. Those of us 
deeply involved in organizational work are in a position 
somewhat analogous to a father who has guided his 
son from infant to child to boy to young man; concen- 
trating on the daily growth, major changes go almost 
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unnoticed, until suddenly the “child” is in the army 
or comes home married, and the father is struck with 
the changes brought by the swift passage of time. Any- 
one willing to compare the A.O.A. of 10 years ago and 
that of today will note two things—the truly tremen- 
dous growth and the heavy new burden of responsibili- 
ties as it takes its rightful place on America’s health 
team. 

As your President, I have become increasingly 
aware of the sheer hard work, the thousands of man- 
hours, voluntarily given by those who serve on the 
A.O.A.’s various bureaus and committees. We all 
know the preciousness of the physician’s few hours of 
freedom from his practice, but I have seen those hours 
given freely, not in a spirit of conscious self-sacrifice, 
but simply because there were jobs that needed doing. 
The activities of the bureaus and committees have been 
coordinated with those of a loyal and dedicated Central 
Office staff. All of these people, physicians and laymen 
alike, are deserving of your applause and continued 
support. 
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Our year together has passed. My only regret is 
that each of you can not have the priceless education I 
have gained, touring the country and seeing at first- 
hand the strength and dedication of this profession of 
ours. Nothing I have done could repay the satisfac- 
tions I have had this year, but I hope that in some small 
way I can employ the vision thus obtained to continue 
serving you in your efforts to extend adequate health 
care to all the people. 

My parting request is that you show the same 
loyalty and courtesy to your next President as you have 
shown me. Our organization has been democratic since 
its inception, and thus the loyalty and courtesy I have 
spoken of are doubly meaningful, since they are freely 
given. The torch of leadership changes hands yearly, 
but the osteopathic profession presses ever forward 
behind its leaders. This brief review augurs well for 
the year ahead, and I extend my best wishes to all of 
you, from your new President on down, as you con- 
tinue with your mission of service to man. 


1820 Carew Tower 


Plastic Planing of the Skin 
Results in the Treatment of Acne Scars and Other Skin Defects 


Abrasive technics of various types in the treat- 
ment of skin imperfections have been briefly mentioned 
in dermatologic literature for years,’* but they all 
lacked certain qualifications and were never used ex- 
tensively or were finally discontinued. With the advent 
of sandpaper surgery, popularized by Iverson,’ the 
treatment of various skin disfigurations increased. 

Sandpapering, however, is not an office procedure. 
Hospitalization and general anesthesia are required. 
There is the ever present possibility of formation of 
silica granulomas from embedded particles, and the 
work is time consuming, being done manually on a wet 
bloody field which decreases the exactness of the 
process. 

An office routine was recently developed by Abner 
Kurtin, a New York dermatologist, which combined 
the necessary requisites for successful abrasive surgery. 

He needed, first, an agent to produce a rigid, in- 
sensitive skin and, second, an abrasive which would 
work rapidly and could be handled skillfully. After 
much experimentation with various local anesthetics 
and freezing agents, ethyl chloride was selected as 
qualified to fill the first requirement. This refrigerant, 
when used with an air blower, was found to offer ad- 
vantages superior to others in that it can be rapidly 
applied to a specific area, leaving the skin insensitive, 
bloodless, and rigid. The only disadvantage was a se- 
vere burning sensation a few seconds before freezing 
occurred, and this was overcome by prechilling the 
skin with a chemical ice-bag. Development of the 
abrasive used in plastic planing met the second require- 
ment. This is a motor-driven wire brush 34 inch (1.9 
cm.) m diameter and of various thicknesses. It is made 
of stainless steel wire with each strand slightly curved 
in the direction of rotation. The motor, which is con- 
trolled by a foot switch permitting variable speeds, is 
Y% horsepower capable of rotating the brush 12,000 
times per minute. 


JAMES D. STOVER, D.O. 
Detroit 


Many skin defects can be successfully treated 
with this new method, including acne and pox scars, 
keratoses, tattoos, and wrinkles. Keloids (with follow- 
up irradiation) ; elevated, depressed, and linear trau- 
matic scars ; pigmented and vascular nevi ; and lichenifi- 
cations are also amenable to the procedure. This list 
does not exhaust the possibilities. 


EQUIPMENT 
1. Plastic planer—motor and brushes 


2. Ethyl chloride—sprayed in a coarse stream 
from a standard glass container 


3. Electric blower—directing a current of air to 
the area under treatment, thereby accelerating evapora- 
tion and producing deeper and more lasting freezing 


4. Cold packs—prechilling the skin. These are 
pliable plastic bags containing 5 per cent propylene 
glycol in water. 

5. Gentian violet, 2 per cent solution—accentuates 
the elevations and depressions and identifies previously 
planed areas. 

TECHNIC 


My procedure for plastic planing is carried out in 
an air-conditioned room which gives an even, cool tem- 
perature with low humidity. This permits more rapid 
and longer lasting freezing. Prechilling of the area to 
be treated for 20 to 30 minutes with plastic cold packs 
takes place before the operation. The skin is then 
cleansed with alcohol and the surrounding tissue cov- 
ered. Gentian violet is next applied mainly because it 
increases the contrast between depressions and eleva- 
tions, marking also the border of the unplaned areas, 
but also for its mild antiseptic effect. If the face is to 
be planed, cotton plugs are placed in the ear and nasal 
orifices, and the eyes are protected with gauze pads 
held firmly in position by an assistant. 
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Fig. 1. Pitted acne scars before and after two plastic planings. 


A current of air from the electric blower and a 
spray of ethyl chloride are directed simultaneously to 
the treatment site, and freezing occurs within a few 
seconds. The depth of freezing must be determined by 


experience, although moderate finger pressure should 
not produce an indention. The planer is then applied 


to the surface, abrading the upper layers of the cutis. 
This rotating brush, similar to a dentist’s buffer and 
attached to an appropriate flexible hand piece, is moved 
rapidly across the skin at right angles to the rotation of 
the brush. If motion is made along the same plane as 
the long axis of the brush, grooving may result. Light 


Fig. 2. Postacne scarring before and after two planings. 
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Fig. 3. Acne scars betore and after one planing. 


to moderate pressure is maintained at all times, with 
the rigid elevations and pits as guides to the depth of 
planing. Experience is the only criterion to the actual 
depth of planing at any one time. Speed is essential, as 
thawing begins 30 to 45 seconds after freezing. An 
area 3 inches in diameter is generally the largest that 


can be treated before thawing; thawing is indicated by 
softening and slight bleeding. The wire brush drives 
the abraded material from the operative field in such 
a heavy stream that it is necessary for the physician 
and assistants to wear protective plastic coats and spe- 
cial face masks. 


Fig. 4. Fifty-eight-year-o!d woman with premature wrinkling before and after one planing. 
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POSTOPERATIVE MANAGEMENT 


Following surgery, sterile dry gauze dressings are 
applied to the bleeding areas and held securely with 
Scotch tape. The patient remains in the office 20 to 
30 minutes until the ooze of blood and serum subsides. 
A fresh dry gauze dressing is then applied, and the pa- 
tient is sent home with instructions to change the dress- 
ings immediately upon arrival, again that night, and at 
least twice a day for the next 3 days. After 24 to 48 
hours I advise removing all dressings for long inter- 
vals, even though drainage is still present. This in- 
creases drying and formation of a crust. A complete 
crust develops over the abraded area on the third or 
fourth day, permitting the discontinuation of dressings. 
In about 2 weeks the crusts spontaneously separate 
with re-epithelization from the epithelium of the oil 
glands and hair follicles, leaving pink, soft, pliable skin. 
The pink color fades after several weeks. While edema 
may, in some cases, be severe on the second and third 
postoperative days, at no time does the patient expe- 
rience pain. The skin stings slightly just before freez- 
ing occurs, and there is a burning sensation for ap- 
proximately 10 minutes after thawing takes place. 


RESULTS 


After several hundred planings in a variety of 
cases, | have never noted evidence of cicatrization, 
margination, or permanent hyperpigmentation or hypo- 
pigmentation. Improvement in the average scar case 
is conservatively estimated at 60 to 80 per cent, al- 
though many patients feel they have attained even 
better results. 


One planing is sufficient to produce excellent re- 
sults with the more superficial pits, but deeper scars 
may require two, three, or even four planings to 
achieve maximum improvement. However, even in the 
most severe cases, marked improvement is noted after 
the first planing. It is amazing to observe the scars 
literally melt and disappear under the rapidly rotating 
abrasive brush. The interval between planings should 
be 4 to 6 weeks, and four planings are generally con- 
sidered the maximum for any one area. 


Fig. 5. Hemangioma of 30 years’ duration before and after two planings. 


I have satisfactorily treated the following skin de- 
fects: 

1. Acne scars. Moderate acne activity is not a 
contraindication, and resistant cystic acne responds ex- 
cellently. 

2. Traumatic scars. Elevated or depressed scars 
are easily planed, especially the linear type so often 
seen after automobile accidents. 

_ 3. Keloids. Plastic planing to skin level, followed 
by irradiation, is my choice of treatment. 

4. Nevi. Both pigmented and vascular nevi have 
been treated with good results. 

_ 5. Tattoos. These are among the more difficult le- 
sions because the pigment is deposited in the corium 
and scarring is inevitable. However, the scar is soft, 
pliable, and not unsightly. Plastic planing remains the 
superior treatment. 

6. Pox scars. These are soft and respond easily 
to one or two planings. 

7. Wrinkles. Results are remarkable, leaving the 
new skin fresh, soft, and youthful appearing. 


CONCLUSIONS 


The difficulties encountered in establishing the 
routine have been minimal, although certain potential 
dangers are quite apparent. Excessive freezing may 
produce prolonged or possibly permanent erythema, 
and too many planings may expose the skin to per- 
sistent skin irritability. The growth of fresh new 
epithelium, replacing scar tissue, is believed to develop 
from the hair follicles and possibly other regenerative 
sites. If the abrasion is carried below these levels, 
scarring will take place. Unskillful handling of the 
rapidly rotating wire brush planer could easily produce 
grooving. 

After nearly 2 years of experience and several 
hundred planings I feel that the new abrasive technic 
of plastic planing will permit successful treatment, 
with minimal difficulties, of many heretofore inoperable 
cases of scars and skin defects. 


8646 Puritan Ave. 
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The Effect of Unilateral Progressive Resistance 
Exercises on Blood Pressure* 


INTRODUCTION 

As an outcome of World War II there has been a 
marked change in doctor-patient relationships in phys- 
ical medicine and rehabilitation services. Instead of 
doing things for the patient, the physiatrist now empha- 
sizes the importance of requiring the patient to do 
things for himself. As Tegner’ has written: 

Much of the present success enjoyed by Physical Medicine 
is due to the fact that our specialists have insisted on clearing 
space in our departments by throwing out outdated electrical 
apparatus and massage couches, and seeing that our patients are 
now expected to take a leading active part in their own treat- 
ment. My own advice nowadays when I am consulted about 
new departments is that space for activity is more important 
than apparatus. .. . The spread of this gospel of activity has 
led us into the fields of restoration of optimum function and 
resettlement. 

Basically this change has resulted from the fact 
that in the Anglo-American armed forces the role 
played by the “gain through illness” syndrome was 
recognized and a vigorous effort was made to overcome 
it. This philosophy is being perpetuated by the remedial 
gymnasts in Great Britain and by the corrective thera- 
pists in the United States. 

Under this philosophy considerable emphasis is 
placed on the use of progressive resistance exercises in 
physical medicine and rehabilitation. Much attention 
has been devoted to the purely anatomic aspects of this 
subject, and very little information on its physiologic 
concomitants has been accumulated. This leaves the 
physiatrist in the position of prescribing treatment for 
one system of the body without a clear understanding 
of its effects on other systems. It would seem, for 
instance, to be of some importance to know what effect 
such exercises have upon blood pressure, particularly in 
cases of hypertension or suspected vascular fragility. 

REVIEW OF THE LITERATURE 

The literature concerning the effect of exercise in 
general on blood pressure is controversial. After a 
series of bicycle ergometer studies, Eskildsen, Gotzche, 
and Hansen* concluded that systolic blood pressure 
rises rapidly after the commencement of work and that 
diastolic pressure varies comparatively little, following 
the systolic pressure on a minor scale. According to 
Shock and Ogden,* Yoshino reported a decrease in 
blood pressure in the exercised arm following unilateral 
arm exercise, but Margaria reported a marked rise in 
pressure in the exercised arm. No details are available 
regarding the type of exercise which was used in their 
experiments. 

Christensen* concluded : 

The previous investigations into the blood pressure varia- 
tions in normals during muscular work have shown that both 
systolic and diastolic blood pressures rise immediately at the 
beginning of the work to certain values which remain rather 
unchanged if the work requires moderate effort. At great and 
exhausting works there is often seen a constant rise in the 
blood pressure during the whole working period. 


*This study was made by the Division of Research at the Research 
Center of the Los Angeles County Osteopathic Hospital, Los Angeles, 
California. Sponsored by William W. W. Pritchard, D.O., Coordinator 
of Osteopathic Training and Research, College of Osteopathic Physicians 
and Surgeons. 

tDivision of Research, College of Osteopathic Physicians and Sur- 
geons and the Los Angeles County Osteopathic Hospital, Los Angeles; 


Assistant Clinical Professor, Department of Physical Medicine and Re- 
habilitation, College of Osteopathic Physicians and Surgeons. 
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This report was based on the blood pressures of normal 
individuals and of patients suffering from “effort syn- 
drome” while working on a bicycle ergometer. 


In what would seem to be much the same type of 
activity, Fraser and Chapman’ studied subjects walking 
on a treadmill at 3 miles per hour, with a catheter in- 
serted into the brachial artery and connected to a strain 
gauge. During exercise there was a rise in systolic 
pressure and a fall in diastolic pressure. Both changes 
were statistically significant. The authors concluded: 

We interpret these changes to mean that exercise induces 
a net decrease in peripheral resistance as well as an increase in 
cardiac output, measurements of which have recently been re- 
ported. Presumably the vascular bed in the voluntary muscles 
is enormously expanded, while that in other regions, such as 
the splanchnic area, is unchanged or even constricted. The net 
result is that mean arterial pressure changes vary little, since 
the alterations in systolic and diastolic pressures are opposite 
in direction. 


Royle® measured the blood pressure in the contra- 
lateral limb while his subjects performed moderate 
work by compressing a grip dynamometer as strongly 
as possible. He found a great rise in diastolic pressure 
and, as a result, in peripheral resistance of the contra- 
lateral limb. He then had three of his subjects press a 
28-pound weight to arm’s length above the head and 
found that diastolic pressure rose with the strenuous- 
ness of the exercise. His actual figures are as follows: 


Subject Before After Compressing After Pressing 
Exercise Grip Dynamometer 28-Pound Weight 
A 132/72 148/84 154/144 
B 105/48 124/90 152/100 
c 112/80 122/88 132/98 


Further study revealed that exercise caused a rise in 
the systolic and diastolic pressures in the exercised 
limb, the ipsilateral limb, and the contralateral limb. 


Undoubtedly, much of this confusion exists be- 
cause of technical instrumentation difficulties. There is 
at present no apparatus suitable for measuring blood 
pressures in an active muscle during muscular work. 
Direct methods require the insertion of a needle into 
an artery. Obviously, if the muscle is working, such a 
procedure may have certain dangers for the patient, 
and it is extremely difficult to maintain the requisite 
freedom from air and clots. Measurement by a con- 
tinuous or automatic recording sphygmomanometer 
presents extremely complex problems, and none of the 
proposed devices has ever proved satisfactory enough 
to be generally adopted.’ 


While sphygmomanometer methods are almost uni- 
versally accepted as satisfactory for clinical purposes, 
figures obtained by this means do not compare well 
with those derived from a puncture needle attached to 
an electromanometer. Henschel and his associates* have 
recently reported that, while standing during recovery 
from exercise, the auscultatory method gave a systolic 
pressure 13 mm. lower than the direct reading, but gave 
a good approximation of the diastolic pressure. Van 
Bergen and his coworkers* found that auscultatory 
measurement of systolic blood pressure can be of vary- 
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ing degrees less than (Or equal to) the direct systolic 
reading, but can never exceed it. However, Ragan and 
Bordley”® concluded that auscultatory estimates of dias- 
tolic pressure were, with rare exceptions, too high 
and that in subjects with small arms auscultatory meas- 
urements of systolic pressure are usually too low, 
whereas in subjects with large arms, such measurements 
are usually too high. It is the opinion of some" that 
the sphygmomanometer method can never equal direct 
intra-arterial methods in precision, but usually the dif- 
ference is too small to matter and for ordinary pur- 
poses the sphygmomanometer is satisfactory. 

Another obvious source of difficulty arises from 
the fact that such studies have dealt with different kinds 
of exercise. In the papers summarized above, such 
activities as riding a bicycle ergometer, walking on a 
treadmill, squeezing a grip dynamometer, and pressing 
a light weight are represented. It is quite likely that 
actual differences in blood pressure findings result from 
such differences in the particular type of work studied. 
Certainly none of them can be assumed a priori to 
duplicate the type of work performed in progressive 
resistance exercise. 

The foregoing brief review of the literature has 
shown that any method employed in an attempt to 
measure blood pressure during exercise is, at best, a 
compromise. Since direct measurements of a working 
muscle are not usually feasible and since it is impos- 
sible to keep an occluding cuff on an exercising arm 
and obtain sphygmomanometer readings during active 
movements, the least unsatisfactory solution appears to 
consist of performing unilateral arm exercises, with 
the cuff left in position on the contralateral limb during 
exercise. With the researcher standing by to inflate the 
cuff and take the pressures immediately upon conclu- 
sion of exercise, the required data can be obtained in a 
matter of seconds. While such data represent the earli- 
est stages of the recovery period rather than the exer- 
cise period, it seems reasonable that there should be 
very little difference between figures noted under these 
conditions and those which would be obtained if the 
record could be made during the activity itself. 


STATEMENT OF THE PROBLEM 
The purpose of this study was to determine the 
effect of unilateral progressive resistance exercise of 
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the arm on the systolic and diastolic blood pressures of 
normal untrained male subjects, as measured by indi- 
rect methods on the contralateral limb. 


PROCEDURES 

The subjects for this investigation were male stu- 
dents of the junior class at the College of Osteopathic 
Physicians and Surgeons in Los Angeles. All were vol- 
unteers and were free from clinical disease states. They 
had had from 3 to 6 weeks’ experience with progressive 
resistance exercise to familiarize themselves with the 
amount of weight they could handle and the technics 
involved. Since, in the average training program, the 
first two exercises done are presses and curls, it was 
determined to have the subjects perform three sets of 
each, with five repetitions to a set and a 3-minute rest 
period between each set. The actual procedure adopted 
was as follows: 

After the subject had been in the laboratory for 
a few minutes, his blood pressures were taken in the 
standing position by use of a sphygmomanometer. The 
cuff was deflated but left in position on his arm. The 
subject then lifted a dumbbell to his shoulder and 
pressed it to arm’s length, lowered it to the shoulder 
and again pressed it to arm’s length, repeating this 
movement five times. Blood pressures were taken im- 
mediately upon completion of the fifth repetition. The 
subject rested for 3 minutes and then performed an- 
other set of arm extension exercises, following which 
the blood pressures were recorded. This process was 
repeated a third time. For his fourth exercise, the sub- 
ject took a. dumbbell in his hand, palm facing forward, 
and raised it to his shoulder by flexing his elbow. The 
number of exercises, recordings of blood pressures, and 
rest periods were as described above. In each case, the 
amount of weight lifted was the maximum the subject 
could handle and still complete the prescribed exercise. 
The blood pressures recorded before the start of the 
exercises described above are shown in Table I. 

Examination of this table shows that the greatest 
difference in blood pressures does not come at the end 
of the exercises, as might have been expected, but 
instead is recorded after the first set of curls. Since the 
question was raised that the change in the type of 
exercise might have affected the results, the procedure 
was repeated with as many of the same subjects as 


TABLE I-BLOOD PRESSURE AT START AND FOLLOWING PRESSES AND CURLS SG SIN 


Sub- Before After Ist After 2nd After 3rd After Ist After 2nd After 3rd 
jects Exercise Set Presses Set Presses Set Presses Set Curls Set Curls Set Curls 
3.F- D.P. S.P. D.P. S.P. D.P. S.P. D.P. S.P. D.P. S.P. D.P. S.P. D.P. 
i: 140 80 140 90 135 83 130 83 140 94 135 87 142 87 
2 110 78 135 62 125 70 132 58 132 58 130 65 128 60 
3. 112 60 122 62 122 58 124 54 128 54 122 50 122 54 
4. 122 78 130 80 130 80 132 70 132 70 132 70 134 74 
. 116 80 130 76 122 70 120 72 120 78 118 74 124 74 
6. 102 70 110 80 110 80 114 76 122 76 128 78 112 76 
7. 120 90 122 90 118 90 120 88 120 80 118 78 118 88 
8. 125 84 132 72 130 64 118 62 150 70 150 78 142 76 
9. 115 70 135 60 142 70 136 66 142 70 139 66 134 70 
10. 112 80 114 72 118 70 112 70 124 60 118 68 118 72 
11. 100 68 124 55 115 70 100 55 115 55 95 60 98 55 
12. 140 102 170 104 182 96 180 97 188 94 — 182 94 
13. 110 78 120 70 110 70 104 78 110 70 108 74 100 60 
14. 114 68 120 68 116 65 126 58 120 70 120 74 110 65 
15. 110 70 118 70 120 66 120 70 120 60 118 66 112 70 
16. 105 65 110 65 120 65 118 65 118 65 118 65 114 65 
17. 128 60 118 40 108 36 114 110 38 116 40 112 42 
18. 124 76 118 72 140 74 138 70 148 70 146 76 146 70 
A 117 75 126 72 126 71 124 70 130 68 124 69 125 70 
D 42 54 55 55 62 56 55 


S.P.=Systolic Pressure; D.P.=—Diastolic Pressure; A=Average; D= Difference (Pulse 
quent tables. 


Pressure). The abbreviations are also used in subse- 


726 EFFECT OF EXERCISES ON BLOOD PRESSURE—RASCH Journal A.O-A. 
TABLE II—BLOOD PRESSURE AT START AND FOLLOWING PRESSES 
S.P. D.P. 5.P. S.P. D.P. S.P. D.P. S.P. D.P. D.P. SP. DP. 
1. 130 90 140 85 142 80 150 72 155 72 155 71 158 72 
2. 118 78 102 80 118 70 124 70 108 72 118 74 128 72 
3. 118 64 120 56 122 56 122 56 122 56 124 56 124 54 
4. 95 58 100 65 105 55 100 65 95 65 100 65 100 65 
5. 126 78 128 76 150 74 134 72 128 76 132 72 138 76 
6. 102 82 110 70 110 70 98 68 102 80 100 82 92 76 
7. 108 76 109 74 122 80 121 74 124 78 120 78 114 76 
8. 130 80 122 70 118 60 120 60 118 58 120 60 124 62 
9. 108 70 128 70 136 80 136 80 128 74 126 85 128 66 
10. 120 76 =. «124 74 128 74 126 74 120 68 116 66 115 66 
11. 110 64 110 55 118 60 118 60 118 60 118 55 116 60 
A 115 74 118 70 124 69 123 68 120 69 121 69 122 68 
D 41 48" 55 55 51 52 34 


time would permit, the exercise program being changed, 
first, to one of six sets of presses and, second, to six 
sets of curls. The data thus obtained are shown in 
Tables II and III, respectively. In each case, the blood 
pressure readings for a given subject were obtained by 
the same individual. 
DISCUSSION 

Researchers in the study of the effect of exercise 
upon blood pressure are generally agreed that the 
systolic pressure is increased by activity. This is as 
would be anticipated from the known facts that the 
stroke volume of the heart and the rate of the heartbeat 
are both increased by exercise. There is, however, sharp 
disagreement on the question of whether the diastolic 
pressure increases or decreases. In order to examine 
the pressure changes occurring in this study, the aver- 
age pressures before and after each of the exercise 
programs have been summarized and appear in Table 
IV. Reference to this Table shows that under the 
conditions of this experiment the average systolic pres- 
sure increases and the average diastolic pressure de- 
creases following all of the progressive resistance exer- 
cises performed in this study. These results differ from 
those obtained by Royle® in his study involving the 
pressing of a 28-pound weight. Not only is the direction 
of the diastolic pressure different, but the rise in sys- 
tolic pressure is far less than Royle reported. It has 
been stated by Morehouse and Miller’® that an out- 
standing characteristic of the trained subject is in- 
creased diastolic pressure after exertion. It is possible 
that the, observed results may reflect the fact that 
Royle’s subjects were in better physical condition than 
were the subjects of this: study, none of whom had 
found it possible to combine regular physical activity 
with their medical studies. If so, these figures may 
differ from the results which would be obtained if the 


experiment were to be repeated on a group of experi- 
enced weight trainers. It is also possible that a group 
of patients might not be in as good condition as 
were our subjects and would demonstrate similar but 
greater changes in blood pressures. Both possibilities 
need to be studied. 


Examination of the null hypothesis shows that the 
systolic increase above the resting level in presses and 
curls is statistically significant at the .02 level of confi- 
dence ; the diastolic decrease below the resting level is 
significant at the .01 level of confidence. In presses 
only, the systolic increase above the resting level is 
significant at the .05 level of confidence, while the 
diastolic decrease below resting is significant at the .02 
level of confidence. For curls only, the systolic increase 
above the resting level is significant at the .01 level of 
confidence, and the diastolic decrease below resting is 
significant at the .05 level of confidence. 


These data suggest that an exercise comprising 
both unilateral presses and curls is more strenuous 
than either presses or curls alone, and. curls alone are 
more strenuous than are presses alone. This occurs in 
spite of the fact that in presses heavier weights are 
used and many more muscles are brought into play. 
However, several subjects remarked that it seemed 
more difficult to complete six sets of curls than six sets 
of presses. 


Fraser and Chapman’ had their subjects walk on 
a motor-driven treadmill at 3 miles per hour on a grade 
of 5 per cent for 10 minutes, which would appear to 
constitute a mild form of exercise. In their male sub- 
jects (aged 18 to 39 years) they found that blood 
pressures rose from 118/74 at standing rest to 132/67 
following exercise. If the statement of Henschel and 
his coworkers*® may be assumed to be correct, that the 


TABLE II—BLOOD PRESSURE AT START AND FOLLOWING CURLS 


Sub- Before After Ist After 2nd After 3rd After 4th After 5th After 6th 
jects Exercise Set Curls Set Curls Set Curls Set Curls Set Curls Set Curls — 
D.P. S.P. D.P. S.P. D.P. S.P. D.P. S.P. D.P. D.P. S.P. D.P. 
1. 138 88 138 88 135 &5 143 86 148 86 135 86 148 86 
ra 116 78 118 70 120 65 112 70 130 70 122 68 130 70 
a 120 68 120 64 120 62 118 60 118 60 118 60 118 60 
4. 100 65 117 76 124 68 122 68 118 62 118 62 128 60 
5. 118 72 128 70 130 74 128 72 138 70 136 72 130 68 
6. 102 78 108 76 124 84 120 90 108 87 110 94 102 82 
» 3 104 76 112 76 118 78 117 76 116 78 120 80 124 80 
8. 130 80 132 70 130 72 124 70 132 70 134 76 134 68 
9. 114 60 122 70 118 60 126 55 124 60 120 60 114 58 
10. 115 76 117 76 ‘124 68 122 68 118 62 118 62 128 €0 
11. 114 60 118 58 115 60 116 60 115 64 115 58 115 64 
A 116 73 121 72 123 71 123 70 124 70 122 71 125 69 
D 43 49 52 53 54 51 56 
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Exercise Before Exercise After Exercise Difference _ 
S.P. D.P. S.P. D.P. S.P. D.P. 
Presses and Curls 117 75 125 70 +8 —5 
Presses Only 115 74 122 68 +7 —6 
Curls Only 116 73 125 69 +9 —4 


standing direct systolic reading after exercise is 13 
mm. greater than the auscultatory figure but that dias- 
tolic measurement is approximately the same, direct 
reading technics would have increased the postexercise 
figures, as presented in Table IV, to 138/70, 135/68, 
and 138/69, respectively. These values are almost 
identical with those obtained by Fraser and Chapman.° 
This suggests that presses and curls, while requiring 
the utmost muscular expenditure of which the individ- 
ual is capable under the circumstances, do not make 
much demand on the circulatory-respiratory system. 
Perhaps they are of but little value in improving the 
condition of that system, 

Further work is required, however, to determine 
whether this same condition prevails when the subjects 
have high blood pressure. It will be noted in Table I 
that subject No. 12 experienced a rise in blood pressure 
from 140 at rest, a level considerably higher than the 
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group average, to a maximum of 188 during exercise, a 
figure which was not approached by any other indi- 
vidual tested. This suggests the possibility that subjects 
whose blood pressure is higher than average at rest 
may experience a higher-than-average rise during exer- 
cise. The possibility that it might rise to undesirable 
heights during exercise suggests the need of further 
work to determine the advisability of prescribing stren- 
uous progressive resistance exercises when dealing with 
patients having an elevated blood pressure. 
CONCLUSIONS 

1. During unilateral progressive resistance exer- 
cises of the arm by normal young male subjects, the 
— blood pressure rises and the diastolic pressure 

alls. 

2. Curling affects the blood pressure more than 
pressing. 

3. Progressive resistance exercises of this type do 
not make demands on the circulatory-respiratory sys- 
tem comparable to those they make on the neuromuscu- 
lar system in normal subjects. Further study should 
be made of the effects of such exercises upon subjects 
having an elevated blood pressure. 


1721 Griffin Ave. 
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The Psychology of the Prepubescent 
and Adolescent Female* 


ERLE W. FITZ, D.O. 


Des Moines, lowa 


Puberty is that period of growth which begins 
with the acquisition of the secondary sexual character- 
istics (those bodily changes associated with the physio- 
logic sexual maturation of the organism). Ausubel 
points out that pubescence refers to a constellation of 
typical body changes which develop over a period of 
years. The actual time of onset in the female is variable 
and may take place anywhere from the age of 10 to 18. 
The changes, however, once initiated, offer a charac- 
teristic sequence and occur in the following order: 
initial enlargement of the breasts; appearance of 
straight, pigmented pubic hair; age of maximum 
growth; appearance of kinky pubic hair; the menar- 
che; and the growth of axillary hair. On the average, 
girls reach such sexual maturity 1 to 2 years before 
boys. 

Adolescence is generally considered to be that 
period of growth from puberty to so-called maturity, 
the meaning of the term “maturity” being determined 
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by the point of view of the observer. Too often, it im- 
plies biologic sexual maturity only. A more proper 
frame of reference would be to call it bio-social-sexual 
maturity. Thus, adolescence includes the physical as- 
pects of puberty and also the behavioral, emotional, 
social, and personality changes which are concom- 
itant, or subsequent, to these physical changes. 

The female adolescent, from the viewpoint of rela- 
tive adult objectivity, presents, in most instances, a 
syndrome that is too glibly dubbed as representative 
of malicious petulancy, mischievousness, and perver- 
sity. Adults sometimes feel that there is no psychology 
attached to it at all, but that it must surely be a product 
of the period or the age per se. But a study of less 
complicated cultures than ours would tend to make 
adults more discerning, for adolescence in such groups 
does not seem to incite the caliber of reaction, quan- 
titatively or qualitatively, that is witnessed in our 
society from day to day. Therefore, most authorities 
agree that complex, highly civilized cultures create the 
“problem of adolescence.” 

Landis* points out that adolescents in complex 
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societies strive harder to attain adulthood. This would 
imply a burden imposed by the social structure rather 
than supposed inherent differences in biologic consti- 
tution. From a practical standpoint, our culture allows 
for no gradual attainment of what is termed “adult- 
hood.” It expects a rather sudden transition by virtue 
of the “legalized maturity” which occurs 18 years 
after birth. 


Prior to this time, the initiate is enveloped in a web 
of dependency, sometimes thin, sometimes extremely 
thick, but always with some degree of irritation, for 
there are aspects to this situation that are appealing, 
mysterious, fearsome, confusing, painful, or baffling, at 
least enough to warrant concern when the road to 
society’s conception of adulthood is paved with its first 
brick—puberty. Puberty is predominantly a_ biologic 
and physiologic warning that adulthood is near. It calls 
for a drastic reorientation. “Things as they were” are 
not quite seen in the light of “things as they are” or 
“things as they might become.” This can be a frighten- 
ing experience—this sudden demand to shift about the 
old, familiar patterns. But biologic growth pursues its 
persistent path forward, aiding and abetting an en- 
forcement of the vital decision to give up the old in 
favor of the new and untried. 


Psychologic maturation does not necessarily keep 
pace with the physiologic maturation acutely unleashed 
at puberty. During this period all of the biologic in- 
stincts come to the fore, sexual, self-preservative, self- 
assertive, and the like. The young girl is as successful 
in her endeavors to augment her psychologic matura- 
tion as her past experiences allow, for in this period of 
turmoil, she must effect adjustments solely on the basis 
of what she has learned about herself and others— 
from others. 


Landis* describes the adolescent period as “chrono- 
logically” embracing the years 12 to 24; as “psycho- 
logically” terminating a prolonged period of infancy ; 
and as “sociologically” bridging the gap between de- 
pendent childhood and self-sufficient adulthood. Cam- 
eron® states: “The chasm in our society between child- 
hood and adulthood is very wide. Adolescence is the 
long biosocial bridge that spans it.” This, then, is the 
adolescent’s concern—the building of such a bridge. 
Her available skills have an intimate relationship with 
her yesterdays and are the direct product of all of her 
previous experiences, good, bad, and indifferent. The 
“How am | going to build?” becomes the more vital 
“What am 1? Who am I? Where am I? Where am 
I going?” 

A new concept of self is demanded. But from 
what model or source? Everything, up to now, has 
been relatively secure, but the incidence of puberty 
forces an answer, and society impatiently awaits the 
period of examination. So, out of the dark recesses of 
the past come the shadows of older concepts, some 
consciously recognized, others vaguely within aware- 
ness, and still others unseen but felt. Should these 
primitive concepts and percepts arise out of rational 
experience, she may, with a minimum of doubting, 
construct her bridge, but, when the concepts and per- 
cepts are distorted, the blueprints become proportion- 
ately unreliable. Then the young girl finds herself with 
a vista obscured by speculation, fear, doubt, and dis- 
trust. This is at first confined to the self, and then to 
others, for one trusts others according to the sense of 
trust in and toward oneself. This is perhaps the basic 
ingredient that determines the outcome of the struggle. 
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Unfortunately, it is an item whose origins began a 
long time prior to the onset of intellectual awareness. 
Erikson‘ regards such a basic trust as the first com- 
ponent of a healthy personality. It arises by virtue of 
a qualitatively sincere feeling-tone on the part of the 
donor—the parent or parent-surrogate. It is not meted 
out by quantitative demonstration. With such basic 
trust the child learns to trust her own autonomous in- 
clinations which are so vital when the struggle for 
emancipation is demanded. 


Schonfeld® names three basic challenges which 
confront the adolescent: (1) the emancipation from 
parental authority, (2) the challenge of the sex drive, 
and (3) the resolution of aggressive wishes to achieve 
and dominate. All challenges are stressful, for action 
is demanded. One either actively fights or retreats to 
resolution, but in some cases, with no apparent decrease 
of the stress in sight, one might choose inaction and 
succumb to vegetative passivity. So what is regarded 
as the “adolescent problem” might be looked upon as 
the manifestations of the progressive (fighting) versus 
the regressive (retreating) tactics provoked by the 
challenges peculiar to the period. 


Stress is never “psychologic” or “physiologic” 
alone. It is never a question of “Which?” but it is a 
question of ‘““‘How much of the one and how much of 
the other?” The endocrine glands are generally involved 
in all stress reactions, probably hypothalamic in origin. 
The studies of Deutsch® and Benedek’ have served to 
clarify a connection between the various sexual hor- 
mones and their cyclic phases and the emotional life. 
Too many times there is the implication that emotional 
disturbances are solely responsible for physical changes. 
Not enough attention is paid to the potential effect of a 
physiologic disturbance on emotional states. Thus, ado- 
lescence breeds problems that may easily be double- 
edged. Physical maturation can present its defects, its 
flaws, and its temporal delays, and such factors only 
add to the problems of preoccupation that are already 
formed or on their way. 


The problem of emancipation is partly biologic 
and partly cultural in origin. Which is foremost is 
hard to say. Nonetheless, there is the drive to stand 
on one’s own feet and to become adult. The pressure 
to progress in such a direction is strong, and there is 
a tendency for the young girl to rebel more or less 
violently in order to prove her ability to stand alone. 
But habitual security, real or imagined, is difficult to 
forgo, and underneath the facade of defiance are indi- 
cations that she is not too sure. Such seemingly be- 
havioral contradictions are more or less normal to the 
pattern. Trouble of a more malignant type might be 
due to an inability to cope with the hostilities directed 
toward the source of the despised dependency. The 
resultant guilt might foster an inclination toward duti- 
ful but volcanic passive enslavement, or it may be 
introjécted against the self to breed neurotic cyclic 
depression. Or she may live by the doctrine of hatred 
and, although the hatred is repressed, all of her think- 
ing, behaving, and feeling will display a retaliative 
motive. Or she may harness her hatred to guilt, again 
unconsciously, and forever set up situations whereby 
she might suffer in order to appease her need for pun- 
ishment. Ideally, there should be a minimum of such 
residua, for earlier interpersonal relationships have 
provoked a sense of autonomous trust. She had learned 
not to fear emotional rejection, and she did not feel 
the sting of excessive curtailment by oppression or 
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domination. Thus, when emancipation beckoned, she 
substituted her old ties for new ones, but these new 
identifications contained elements of her own sound 
reflections which serve to increase and strengthen her 
own integrities. In this manner she may learn new 
ways, free of guilt, resentment, and remorse. In this 
fashion, unhampered by hate, does she gain what, 
according to Landis,’ every adolescent desires : 

Recognition and status 

Pespect and social favor 

Security and group acceptance 

Experience and expression 

Achievement and success 

Happiness and freedom. 

It is thus seen that a young girl's ability to cope 
with the dependence-independence struggle is intimately 
related to her frame of reference regarding the fol- 
lowing factors: 


The conception of her own importance 
Her aspirations for self-enhancement 

. The sources from which she desires status 

. The degree of independence characterizing her 
decisions 
Her ability to control her environment 
Her latent degree of dependence or inde- 
pendence 
Her ability to assimilate new values and 
methods 
Her capacity for doing things for herself 
Her self-esteem and feelings of security. 
Her ability to withstand frustration 
Her ability to judge herself realistically 
Her need for pleasurable and immediate grati- 
fication 
Her sense of moral obligation and responsi- 
bility 

14. Her system of defense when her security or 

self-esteem is threatened.' 

The seeds for the healthy integration of the above 
factors are sown long before the onset of puberty. 
Part of the turbulence of the adolescent period is pro- 
voked by the frantic searching for a meaningful evalu- 
ation of such abilities. The poorer the foundation, the 
more distorted is the quest. There are two superficially 
divergent unhealthy paths. The girl may find the road 
back and the road ahead too precarious. This may aug- 
ment her primary narcissism to invite fantasy forma- 
tion. Or she may seek identifications on a “share-the 
misery” basis. In order to cut the ties with yesterday, 
these must be in a direction completely alien to those 
she has known. 


This poses a potentially larger social problem, for 
her selection of peers might serve to gratify a sense of 
“togetherness” in nonconformity. They become solid 
sympathizers with each other and combine efforts 
against decadent authority. Such a situation is explained 
by the reply of a young delinquent asked to qualify her 
inclinations to retain status with a predatory gang 
known for its quasicriminal activities. She said, “Sure 
I’m running around with a pretty ruthless bunch. But 
why not? We stick by each other. It’s all for one, and 
one for all. We’re pretty much in the same boat. Kind 
of halfway lost, but we rely on each other. We get 
moral support that way. Everybody else, on the other 
side, makes me feel like a damned misfit.” 


This tendency to forsake the parental fold for the 
peer subculture generally provokes resistance from the 
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former, regardless of the quality of the peer group. 
Most often the adult restraint is due to a misinterpre- 
tation of the adolescent’s inclination to devaluate the 
philosophy and patterns of the home. There is a tend- 
ency to take such causeful rebellion as though it sig- 
nified a personal ingratitude to the dignity of the 
dependency donors. This may lead to counterdefensive 
maneuvers on the part of the parents which, in many 
instances, appear more irrational than those ascribed 
to the rebels. Landis* refers to the well-known fact that 
parents and relatives, like others vested with authority, 
are hesitarit to relinquish it. For many who are in- 
wardly inadequate, keeping others in bondage is one 
way of maintaining a questionable self-esteem. 

Perhaps the cruelest counterdefensive maneuver 
of all is for one or both parents to conclude that the 
adolescent's rebellion is a reflection of their own failure 
and to tearfully acknowledge this bit of duplicity to an 
already confused girl. By this time, there is enough 
guilt in the picture anyway. It doesn’t take too much 
more to insure resentful submission with the subse- 
quent masochistic need for perpetual punitive action 
aimed at the neutralization of the inner hostility. 

This factor of hostility is of extreme importance. 
Hostility is a terrific force for good or for evil, de- 
pending upon the way it is tolerated, understood, inter- 
preted, and directed by the inner self. It can become 
an agent for the good of all by virtue of productive 
sublimation. Or it can become wedded to neurotic guilt 
to perpetuate an eternal round of misery. It is a com- 
mon dynamic denominator in the majority of psy- 
chiatric disorders. It is an important element beneath 
the adolescent “problem.” For when one views the 
significance of the rebellion as representing an effort 
to “grow away from” in order to “grow into,” it be- 
comes clear that past ties and the familiar are viewed 
with distaste, resentment, contempt, ridicule, and scorn. 
Parental resistance, even of the martyr type, tends to 
increase such attitudes and opinions, all of which are 
hostile in nature. But, in our culture, we are taught to 
love, honor, and obey. Guilt, therefore, is an automatic 
sequela to hostility. Many of the adolescent's peculiari- 
ties are but efforts to reconcile rationally these two 
inseparables. Perhaps, again, Erikson’s* basic trust— 
the degree to which it is present—is the most impor- 
tant determinant. And to make matters more confusing, 
in many instances, hostility or guilt, or both together, 
function beyond the awareness of the host. 


So the adolescent is faced with the problem of 
handling the hostility and guilt reactions as they relate 
to the source of her habitual dependency. But it is not 
limited to this area. For she finds that her peer sub- 
culture demands an allegiance she is not thoroughly 
prepared to give. Jealousies, envies, and the unfamiliar 
stimulate feelings of inadequacy which in turn foster 
hostility. For awhile (and, in some cases, forever), 
ambivalency is everywhere. Peer hostility invites re- 
treat to the old routine, but instinctual demands for 
growth are not to be denied, and the pubertal physio- 
logic progress ruthlessly serves as a reminder. Once 
again, a rebellious effort is made, and so it goes, back 
and forth, until a compromise is made. 

A perplexing problem at this time is due to the 
fact that all persons do not mature, physiologically or 
psychologically, at the same age. The adolescent girl 
becomes extremely concerned as to her own worth and 
competency. She becomes preoccupied in comparing 
herself with others from the physical and the emotional 
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standpoint. Any singular differences become the fodder 
for much subjective analysis. The cycles of accelera- 
tion and deceleration of growth common to the adoles- 
cent period are as humiliating as the frame of reference 
warrants. This, of course, is always individualistic. 
Such feelings of humiliation or awkwardness 
place her in a peculiar situation. She is groping for 
approval, particularly from her peers. She is dependent 
upon them for the eventual enhancement of her self- 
esteem. All injuries to her pride make her highly vul- 
nerable to self-criticism that affects her ability to main- 
tain important identifications. 


So far, the discussion has concerned the adolescent's 
struggle to break from the antiadulthood dependence 
invoked by parent or parent-surrogate. This is just 
one part of the battle. Her other major concern is 
sexuality. Puberty brings to the fore suggestions of 
biologic sexuality which had for some few years prior 
to this time been held in partial abeyance by the rela- 
tively serene period of latency. Old concepts, with their 
sexual connotations (not necessarily in the adult 
sense), are reactivated, so that it becomes a question of 
treating a forgotten theme, emotionally engraved, in a 
new manner, intellectually applied. The amount of 
harmony that is ultimately produced is intimately re- 
lated to the type, timing, and extent of the emotional 
experiences and their interpretations in those years 
prior to pubescence. At birth there are certain in- 
stincts to be satisfied, one of which is hunger. Its ces- 
sation is pleasurable. So, using this frame of reference, 
one might say that it becomes instinctive to secure, or 
respond to, what is pleasurable. Energy devoted to this 
task has been termed “libidinous”— it is concerned with 
the acquisition of pleasure and the avoidance of pain. 
That is why the mouth of the infant has been labeled 
an erotogenic zone, for by virtue of it, the pain of 
hunger is nullified. 


When toilet training is instituted, owing to the 
insistence on its awareness, the zone shifts to the anus 
and the urethra. These orifices come to have much 
affective meaning, for by compliance or defiance of 
their stimuli, approval or some type of attention is 
earned. Acceptance of the training period, in an un- 
healthy or healthy fashion, usually occurs at or about 
the time of genital awareness so that the zone again 
shifts and the libidinous energy is temporarily fixed 
by overt stimulation, curiosity, wonder (for by now 
sexual difference has been noted), or concern. 


The young girl does not so readily discover the 
merits of actual autostimulation. This is probably due 
to the lack of an available organ. But it is this fact 
that probably induces a consciousness of genitality that 
rivals that of her heterosexual peer, although in a nega- 
tive sense. Some authors state that this is the start of 
the female inferiority complex. Others imply that at 
this point a lifelong sense of inadequacy is born. Freud 
used the term “penis-envy” to denote the girl’s reac- 
tion to her comparative incompleteness. And to some, 
this has meant that the only reason woman is attracted 
to man is so that she may reduce him to size by in- 
corporating the symbol of his power. Be that as it 
may, the point worth remembering is that with the 
dawning of genital awareness, the areas involved can 
be viewed with many varied and interesting reactions, 
all depending on the “who,” the “how,” the “when,” 
and the “where.” Horney* pointed out that so-called 
penis-envy can be explained by the instinctually and 
socially preferred situation of the boy or male figure. 
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At about this time of genital awareness, and for 
reasons not yet specifically clear, the little girl begins 
to lean in fond attachment to the father with con- 
comitant tendencies to renounce the mother. The latter 
becomes a competitor, but this poses a problem for it 
is a threat to the young girl’s infantile dependence on 
the mother. To reject mother is to invite her rejection 
or punishment, and to go ahead and love father has 
its incestuous implications, depending upon the extent 
of genital appreciation. Thus, there is a wavering from 
pole to pole. Under ideal circumstances the mother 
does not demand a retention of the dependent status, 
and the father does not relinquish his wife for the 
little girl. With such an impasse the little girl is content 
to bury the whole thing, enter the so-called latency 
period, and utilize her energies in the expansion of her 
outer horizons. 


Conditions not so ideal as that noted above could 
easily augment natural concerns to such an intensity 
that the accrued hostilities and guilt would induce de- 
fensive reactions of a crippling nature, the whole 
evaluative experience being repressed under the cloak 
of latency. Many steps are open to her. Quite common 
is it for her to forsake her march toward the father and 
to retain the dependent position. Or she may compro- 
mise and seek the mother’s regard by becoming “like” 
the father and thereby gain “his” type of affection 
from her. When intense, this might foster psychologic 
masculinization, a definite deterrent to later harmonious 
relationships. 


So, during the period of latency, sexuality is at a 
minimum. Such concerns are forgotten in favor of 
other things (unless certain circumstances perpetuate 
such leanings), and the growing girl will renounce 
any interest in things masculine, form close attach- 
ments to other girls, and move along unperturbed. 
Then with puberty the old conflicts are revived with 
the same evaluations as when buried. This time, how- 
ever, the subsequent intellectualization makes them even 
more frightening than before. Here is the same pulling 
toward father and incest ; or the pulling toward mother 
and homosexuality; or safe, secure concentration on 
the self and narcissism; or a strengthening of the in- 
corporation of father’s masculineness with a rejection 
of the feminine role; or, perhaps, the too defensive 
identification with the protecting mother as a barrier 
to a threatening male figure. Puberty demands some 
type of solution to these problems. Adolescence is a 
manifestation that the problems are being studied. 


Deutsch® writes that the sexual drives are weakest 
in the prepubertal period, a sort of no man’s land be- 
tween childhood and adulthood. Here are manifested 
activities which are directed toward reality adoption, 
and the child mobilizes her intellectual and artistic 
talents, her aspirations, her affective hopes, and her 
desires to form new identifications. To Deutsch, all 
of this: signifies a drive for growth and independence. 
She terms this the prepubertal “thrust of activity.” 
There may be a concomitant renunciation of infantile 
fantasy life by a vigorous searching for new object 
relationships. This surge toward independence begets a 
desire to rid herself of old identifications (father, 
mother, sister, brother, et cetera). The strength of 
such progressive efforts is determined by past parental 
attitudes and the opportunities that the cultural setting 
might provide. The position in the sibling scale can be 
of tremendous importance in this regard. The more 
outgoing is this activity and the more latitude it in- 
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cludes, the more will it beneficially serve the purpose 
of the confusion provoked by puberty. 

According to Deutsch,® the mother-figure, to the 
girl, is the embodiment of a strong tie to the past, and 
during adolescence, there is a violent effort to renounce 
such a connection. This fosters a drive to effect identi- 
fications dissimilar to the mother-figure, and such an 
effort, many times painful to the mother, can be of 
invaluable aid in the acquisition of mature emancipa- 
tion. On the other hand, there might be a sort of 
wholesale flight to many diffuse unlocalized sources— 
a willy-nilly appeal to all available figures. This aug- 
ments confusion and multiplicity rather than solidarity. 
Usually the young girl will attach herself to another 
girl in order to endure, through “sharing,” the disturb- 
ing hostilities and wonders. It is a time for ill-defined 
secrets and acting out, in semifantasy, the superficial 
aspects of inner conflicts. More often than not the 
director for such “irrational” histrionics is in the un- 
conscious. 


In early puberty, bisexuality is strong, and the 
young girl is tested as to her choice of love objects. 
In part, this is based on the trust in her own potential 
identity. “Do I desire mother?” and “Am I mother?” 
become “Do I desire a feminine partner?” or “Am I 
feminine?” The same questions are posed insofar as 
the father or masculine figure is concerned. In the 
latter part of puberty, as sexual drives are intensified, 
she may temporarily desist in favor of a more neutral 
approach—herself. Narcissistic introspection and pre- 
occupation are intensified. There may be a falling back 
to fantasy formations. The “ideal,” safe figure be- 
comes a substitute for reality. No mortal being is 
good enough for her. She endows herself with an aura 
of ecstatic impregnability. She may superficially dis- 
claim any desires to love. She is content to remain 
inwardly transfixed to her image of perfection, or she 
may resort to her thrust of intellectual activity as it 
was remembered in the latency or prepubertal period. 
It is a process of intense sublimation in the relative 
securities of the arts, political science, or ornithology. 

She may not value herself highly, however, and 
when forced to consider herself, it is an evaluation of 
ugliness, disgust, mistrust, and unworthiness. To prove 
that she is worthy of such self-abuse, she may commit 
apparently unwarranted actions. She may feel thor- 
oughly unattractive and so resort to flamboyant at- 
tempts to gain recognition. She may recoil in horror 
from her mild inclinations to respond to the sexuality 
of her female counterpart. To prove to herself that 
this is not so, she may plunge into promiscuity. 

Grinker and Robbins’ state : 

The severity of the adolescent conflict is determined ‘by 
two psychodynamic components: the intensity of the instinctual 
pressures produced by physiological stimulation and the degree 
to which the girl has remained fixed in her bisexual tendencies 
and blocked from fulfilling her heterosexual strivings . . . it 
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appears that not the production of the sexual energy, but the 
way that it is spent accounts for the variations in sexual be- 
havior in women. 

At some time, in the midst of the above confusion, 
menstruation occurs. This event is generally consid- 
ered to be traumatic, regardless of the patient's in- 
sistence to the contrary. Deutsch® comments that preju- 
dices against menstruating women are everywhere in 
the unconscious. This is a cultural heritage from the 
days of Pliny, from whose “Natural History’ Chad- 
wick’® quotes: 

The touch of a menstruous woman turned wine to vinegar, 
blighted crops, killed seedlings, blasted gardens, brought down 


fruit from the trees . . . killed bees . . . caused mares to mis- 
carry, and so forth. 


Benedek’ points out that the first menstruation 
definitely indicates puberty and its many connotations 
to the growing girl. Many anxieties are mobilized. To 
many, it is a “dread disease” indicating all too plainly 
the sinful reward for the inner feelings. To others, it 
is, and may remain, a hateful reminder of the femi- 
ninity they would reject. And to not a few, it is re- 
tained as a means, by virtue of some vague process of 
conversion, by which to ward off the intentions of the 
unconsciously feared and hated rival. 

Grinker and Robbins" state: 

Very early the girl is made aware of the taboos, anxieties, 
fears, and dreads that anticipate the first menstrual period. 
The onset of menstruation may come as a surprise or shock, 
or may be expected with apprehension. Any disturbance which 
develops with the first menstruation produces an intensified 
suffering because of the girl’s anticipatory anxiety. This con- 
ditions the fear of pain in the next menstrual period and the 
anxiety has found a point of fixation. .. . 

And regarding the potential effect of a disturbed physi- 
ology, they write: 

. . . Decrease or dysfunction of ovarian secretions creates a 
lack of important integrators of behavior. This makes it more 
difficult for the woman to reach a level of emotional organization 
that helps sustain an acceptance of her role in life in spite of 
bisexuality and conflicts of ambivalence. 


They continue : 


Menstruation is their badge of womanhood. The 
degree to which that badge can be accepted will depend upon 
the unconscious attitudes toward femininity which have become 
an integral part of the woman's personality in her psycho- 
sexual development. 


In summary, the adolescent girl’s psychology is 
devoted to the task of successfully securing emancipa- 
tion from parental authority or dependence ; to effect- 
ing a reasonable compromise between biologic sexual 
maturity and psychologic sexual maturity; and to the 
harnessing of frightening aggressions. The so-called 
“adolescent storm’’ is a syndrome composed of symp- 
toms which express the efficacy of her efforts to employ 
such a psychology. 
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DEFINITION 


Medical literature, with its ambiguous terminology, 
has been responsible for creating much of the con- 
fusion which surrounds this disorder of the pancreas. 

Cystic fibrosis of the pancreas, fibrocystic disease 
of the pancreas, pancreatic fibrosis, congenital pancre- 
atic steatorrhea, pancreatic insufficiency, and mucovis- 
cidosis, all refer to a definite disease entity which 
follows a distinct pattern and has far-reaching ramifi- 
cations. The terminology used in describing this entity 
has created an enigma which requires clarification. 

According to Farber,’ cystic fibrosis of the pan- 
creas is a generalized glandular disease in which the 
function of the mucus-secreting glands in various 
parts of the body is disturbed. This disorder is a 
familial disease characterized by obstruction due to 
inspissated secretions followed by subsequent degenera- 
tion of the acinar tissue of the pancreas. 

It is regularly associated with a progressive de- 
structive lesion in the bronchial tree and, at times, with 
neonatal obstructive phenomena other viscera, 
namely, the intestines and the biliary tree. 


HISTORY 


Medical literature reveals descriptions of this 
entity as far back as 1846 when Claude Bernard dis- 
covered the importance of the role of the pancreas in 
digestion.2 In 1935, Parmelee* recognized the clinical 
features of this disease in his description of two cases. 
In 1938, Andersen* published a comprehensive report 
which aroused a great deal of interest in this disease 
and stimulated investigators to greater efforts, thus 
leading the way to its general recognition. 

These early reports established cystic fibrosis of 
the pancreas as a distinct entity whose symptomatology 
and clinical course differed greatly from that of celiac 
disease. Andersen,‘ with her detailed clinical and patho- 
logic analysis of cases observed at New York Babies 
Hospital, provided overwhelming evidence of the pan- 
creatic lesion present in this disease and its relation- 
ship to the clinical manifestations. At Children’s 
Hospital in Boston another group of investigators 
described the relationship between the pancreatic 
lesions and vitamin A deficiency.* The concepts of 
Blackfan and Wolbach® have been expanded by Farber' 
into the theory of generalized mucoviscidosis. 

Farber’s concept of a common hereditary origin 
for the pancreatic and bronchial pathologic findings is 
based on the hypothesis of a congenital vagotonia.” He 
has experimentally produced a clinical and histologic 
state resembling cystic fibrosis of the pancreas in kit- 
tens by the prolonged administration of parasympa- 
thicomimetic agents. Andersen* believes that the 
pancreatic lesion is hereditary. However, the bronchial 
lesion occurs as a result of the nutritional derangement 
incurred by deficient pancreatic secretions. The nutri- 
tional defect is thought to be due to vitamin A 
deficiency which impairs the integrity and norma! 
functioning of the bronchial membranes. The cause 
of the pancreatic disturbance is not definitely known, 
although the fact that it may occur in several siblings 
in a family suggests a genetic origin.® 
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TERMINOLOGY 


Shwachman, Leubner and Catzel’® prefer use of 
the term “mucoviscidosis” for this disorder to express 
Farber’s' expansion of the theory of generalized muco- 
viscidosis, since the term connotes derangement involv- 
ing the mucus-secreting glands. 


On the other hand, the findings of di Sant’Agnese 
and his group'' have demonstrated an abnormality of 
the sweat glands of patients with cystic fibrosis of the 
pancreas. This disorder is a primary one, which is not 
dependent upon the pancreatic insufficiency. As the 
sweat glands are exocrine in nature, these findings 
seem to justify abandoning the term “mucoviscidosis” 
and more or less compel a return to the original unsat- 
isfactory name of cystic fibrosis of the pancreas. 

INCIDENCE 

Although the names given this disorder are poor 
ones, the definite disease entity exists whose clinical 
manifestations have been recognized more readily dur- 
ing the past few years. According to Andersen,* the 
incidence of cystic fibrosis of the pancreas is 1.7 per 
1,000 live births. 

PATHOLOGY 

Pancreas.— 

The pancreas is composed of two types of secret- 
ing glands which bear no functional relationship to 
each other. The acinar tissue gives rise to the external 
or exocrine secretion while the islets of Langerhans are 
responsible for the internal or endocrine secretions. 
Deficiency of the external secretions is responsible for 
cystic fibrosis of the pancreas. 

Cystic fibrosis of the pancreas usually develops as 
the fetus approaches maturity or soon after birth.” 
The pancreatic changes result from obstruction with 
inspissated secretion which begins in the acini of the 
pancreas and extends to the ducts. The lesion fre- 
quently progresses rapidly, judging from the pathologic 
findings. Usually clinical manifestations make their 
appearance only after 90 per cent of the acini are’ 
involved. This may occur at birth or within the first 
few weeks of life. Once the lesion is fully developed, 
the changes are irreversible and the loss of pancreatic 
enzymes is permanent.‘ 


Andersen,‘ in her original description of the lesion, 
revealed that various areas of the pancreas were in- 
volved, beginning with a small amount of homogeneous 
eosinophilic material in the ducts and acini and pro- 
gressing to large laminated collections causing cystic 
dilatation of the ducts and acini with flattening of the 
epithelium and marked fibrosis. 


Cystic fibrosis of the pancreas does not affect the 
islets of Langerhans enough to disturb their function. 
Diabetes mellitus has not occurred in any of the 
reported cases.* 

Lungs.— 

The pulmonary lesion of cystic fibrosis of the 
pancreas often is the first manifestation which arouses 
suspicion of this disease. As a general rule, its appear- 
ance is usually delayed for weeks or months after birth. 

There are two major elements which contribute to 
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the pulmonary pathologic state and determine the 
clinical manifestations.* 

The first is a tendency for the secretions of the 
tracheal and bronchial glands to be extremely viscid 
and abundant. This produces atelectasis or emphy- 
sema, depending upon whether the thickened mucoid 
secretions in the trachea and bronchi are producing a 
complete or incomplete obstruction.’* 

The other major factor is that of secondary infec- 
tion which becomes wel! established in the presence of 
the viscid secretions. The most interesting feature of 
the pulmonary infection is that, in almost all cases, the 
secondary invader is Staphylococcus aureus which has 
a singular reaction in the lungs. Instead of actively 
penetrating and spreading through the lung tissue, this 
organism behaves in a limited manner.*? The inflam- 
matory response is localized in the immediate peri- 
bronchial area. If this process is unchecked by adequate 
therapy, the secretions become purulent and spread to 
adjacent alveoli. The process leads to severe respiratory 
diseases due to the continuous accumulation of the 
viscid secretion in the bronchi. Chronic bronchial ob- 
struction with extreme emphysema and atelectasis plus 
the superimposition of the infectious element leads to 
dilatation of the bronchi and bronchioles, thickening of 
the bronchiolar walls, bronchiectatic abscesses, and 
scattered areas of bronchopneumonia. 

Pulmonary fibrosis and chronic interstitial pneu- 
monitis develop as a result of long-standing pulmonary 
involvement. The mucus-secreting glands of the trachea 
and bronchi become distended and filled with inspis- 
sated mucoid secretions which, microscopically, bear a 
striking resemblance to the appearance of the exudate 
seen in the pancreatic ducts and acini.’ 

Liver.— 

Hepatic enlargement due to infiltration with fat 
is a common finding. Biliary cirrhosis associated with 
cystic fibrosis of the pancreas has been reported in the 
literature.* Its occurrence, however, is rarely mani- 
fested by clinical findings. Andersen* has reported 
pathologic changes in the liver in 6 per cent of her 
cases upon autopsy. Two types of hepatic change have 
been noted. One consists of a focal type of biliary 
cirrhosis apparently due to intrahepatic obstruction by 
inspissated eosinophilic material. The other much rarer 
finding consists of an unusual multilobular portal 
cirrhosis associated with splenomegaly and hypersplen- 
ism. Hepatosplenomegaly in these cases revealed a 
moderately large nontender liver, probably due to in- 
creased portal pressure. This should be distinguished 
from the large tender liver frequently encountered in 
cystic fibrosis of the pancreas where there is circulatory 
embarrassment secondary to chronic pulmonary disease. 

Glands.— 

The mucus-secreting glands of the esophagus, 
duodenum, jejunum, and gallbladder are frequently 
involved with inspissated secretions. Obstructive phe- 
nomena have also been observed in the lacrimal glands, 
salivary glands and in accessory pancreatic tissue.” 

Di Sant’ Agnese and his associates'’ have reported 
electrolytic abnormalities of the sweat-secreting mech- 
anisms in patients with cystic fibrosis of the pancreas. 
This study included the measurement of the electro- 
lytes in sweat of all members of several families with 
one or more children affected with cystic fibrosis of the 
pancreas. Although no alteration of pancreatic secre- 


tions was noted in some members of these families, 
the same alteration in the sweat electrolyte pattern was 
observed. Sodium and chloride concentrations in the 
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sweat were two to four times 
control studies. The potassium values were also in- 
creased. Massive salt depletion during hot humid 
weather has caused peripheral vascular collapse and 
hyperpyrexia, leading to coma and death. These pa- 
tients do poorly in incubators or croupette tents with 
high humidification. Under usual atmospheric condi- 
tions, the serum electrolyte concentrations of these 
patients are normal. 

Nutrition.—Avitaminosis has been occasionally 
seen, particularly of the fat-soluble factors. Andersen‘ 
reports the characteristic appearance of vitamin A defi- 
ciency with keratinizing squamous metaplasia of the 
epithelium in the pancreas, respiratory tree, salivary 
glands, and pelvis of the kidney in approximately 25 
per cent of her cases. Bleeding tendencies due to vita- 
min K deficiency and osteoporosis due to protein defi- 
ciency have been encountered. The appearance of frank 
rickets has been rare.* 

Heart.—Cor pulmonale may develop as a compli- 
cation of chronic diffuse pulmonary disease. Cardiac 
dilatation and congestive failure produce the changes 
of chronic strain patterns on the right side of the heart. 
The right ventricle becomes increasingly hypertrophied, 
the right auricle is hypertrophied and dilated, the pul- 
monary conus becomes dilated, and the walls of the 
pulmonary artery become thickened. About 70 per cent 
of the autopsied patients with cystic fibrosis of the 
pancreas have cor 

SYMPTOMS 

The clinical manifestations of this disorder can 
be more readily understood and, at times, anticipated if 
one bears in mind the effects of absence or deficiency 
of the pancreatic enzymes in the intestines. The pro- 
found nutritional disturbance brought on by the in- 
volvement of the pancreatic and pulmonary systems 
differs from all other conditions causing malnutrition 
in infancy. A ravenous appetite is one of the features 
of cystic fibrosis of the pancreas. These infants eat 
greedily through all phases of this disease despite such 
handicaps as dyspnea and cyanosis.* This peculiarity 
has amazed all who have observed it. Anorexia is a 
major complaint in all other chronic pulmonary and 
intestinal diseases. 

The onset of this disorder may be clinically and 
pathologically recognized at birth in about 25 per cent 
of the cases.?° By 3 months of age clinical signs are 
fully developed in approximately 87 per cent of the 
patients. Whether the first symptom or sign is gastro- 
intestinal, respiratory, or nutritional seems to bear little 
relation to the eventual outcome of the disease. 

The earliest manifestation of this disorder is that 
of meconium ileus in the newborn. When meconium 
ileus is present during intrauterine life, the meconium 
is not liquefied because of the lack of pancreatic secre- 
tions.® Intestinal obstruction results from the accumu- 
lation of hard grayish putty-like meconium in the lower 
ileum. The normal meconium stool is greenish in color 
and has a thick molasses consistency. It is most often 
passed within the first 6 to 12 hours of extrauterine 
existence. Absence of meconium stools after 24 hours 
demands careful scrutiny. Unless the inspissated meco- 
nium is softened so that it can pass through the intes- 
tine or unless it is removed surgically, the infant will 
not 


higher than in normal 


Intestinal obstruction in the newborn is charac- 
terized by persistent vomiting, abdominal distention, 
either generalized or epigastric, with intestinal pattern- 
ing through the abdominal wall, and dyspnea and cya- 
nosis. Persistent vomiting leads to rapid dehydration. 
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The dilated loops of bowel bring on a severe electrolyte 
imbalance. The vomiting and distention produce a 
thoracic disturbance with resultant aspiration pneu- 
monia or compression atelectasis leading to markedly 
restricted pulmonary ventilation. The flora of the gas- 
trointestinal tract is incompletely established in the 
newborn, and the least virulent organism can constitute 
a definite threat to life." 


X-ray examination may aid in the diagnosis of 
meconium ileus by revealing signs of obstruction plus 
a narrow colon which has never been dilated by meco- 
nium. However, congenital malformation may also be 
the cause of the narrow colon and the resultant obstruc- 
tion of the small bowel. Exploratory laparotomy gen- 
erally is indicated to substantiate the diagnosis."® 

Meconium ileus may go on to perforation and pro- 
duction of meconium peritonitis. Neuhauser®® described 
the x-ray appearance of meconium peritonitis, noting 
areas of calcific density within the peritoneal cavity and 
within the bowel lumen. 

Intestinal obstruction due to inspissated meconium 
at birth is such a reliable sign of cystic fibrosis of the 
pancreas that even though the obstruction is relieved, 
the patient requires close observation and treatment. 

Nearly two thirds of the infants found to have this 
disease exhibit a failure to regain their birth weight or 
show a very slow weight gain during the first 3 months 
of life.* The lack of pancreatic enzymes creates a 
defect in the digestion of foodstuffs. There is, however, 
a normal mechanism of intestinal assimilation. Carbo- 
hydrates are readily assimilated, but fats and proteins 
are poorly split and poorly absorbed. 

Physiologists have shown that fat entering the 
duodenum causes the pylorus to close, and the emptying 
time of the stomach is prolonged. The inhibition of 
gastric emptying by fat is due to a substance called 
enterogastrone which is liberated from the duodenal 
mucosa upon contact with fatty acids and with the aid 
of pancreatic secretions. In cystic fibrosis of the pan- 
creas, the inhibition of gastric emptying is lacking, and 
the increased appetite by increasing food intake permits 
some compensation for the decreased absorption.** 

The weight of the feces excreted per day is always 
greatly increased, generally averaging about three times 
that of a normal infant. The appearance of the feces 
may be quite deceptive. Each specimen may be formed 
and considered normal, particularly if it is not foul 
smelling, fatty, or bulky. However, the total amount of 
feces passed per day is always excessive. At times the 
feces are unformed and may suggest some sort of 
chronic diarrhea. Watery stools with increased fre- 
quency leading to dehydration are rarely seen without 
active pulmonary infection. When the diet includes 
solid foods, the feces have more of an undigested ap- 
pearance, while in early infancy they usually look 
like cheese.” 

Balance studies of the feces have shown that 60 
per cent of the ingested fat and protein nitrogen are 
absorbed in the absence of pancreatic enzymes. Nor- 
mally, some 90 per cent of ingested material is absorbed. 
Thus, patients with cystic fibrosis of the pancreas re- 
quire one and one-half times the food intake of a 
normal individual to maintain an adequate state of 
nutrition.” 

The pulmonary manifestations of this disorder 
usually are so conspicuous and disturbing that they 
receive the most attention as the disease progresses. 
Lowe, May, and Reed" report that respiratory symp- 
toms appeared by the fifth month in most of their 
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patients. Persistent upper and lower respiratory tract 
infections during the first few months of life suggest 
the possibility of cystic fibrosis of the pancreas.” Owing 
to the accumulation of viscid secretions in the bronchi 
and bronchioles, the characteristic symptoms are dysp- 
nea, wheezing, and paroxysmal cough. The pulmonary 
symptoms may progress from mild wheezing and dysp- 
nea and a slight unproductive cough, to marked dyspnea, 
severe cough with abundant mucopurulent sputum, 
cyanosis, and clubbing of the fingers and toes. These 
findings have often led to erroneous diagnoses of 
pertussis and bronchial asthma. The cough, though 
hacking and paroxysmal, may be accompanied by vom- 
iting. However, it is more productive and not followed 
by the characteristic whoop as in pertussis. 

The symptoms of bronchial obstruction by viscid 
secretions are generally complicated by infection. Initial 
infection by Staphylococcus aureus occurs with astound- 
ing regularity. This has been nearly impossible to pre- 
vent and difficult to eradicate. With the advent of the 
various antibiotics, improvement of the respiratory ele- 
ments of this disease has been accomplished.** As the 
disease progresses, however, the Staphylococci are re- 
placed by gram-negative bacilli, usually Bacillus proteus 
and Pseudomonas aeruginosa.** 

Regardless of any improvement achieved by anti- 
biotics, the elaboration of the viscid secretions con- 
tinues. With the disappearance of the infectious ele- 
ment, there is usually improvement in the nutritional 
state followed by a lessening of the cough and purulent 
sputum. 

The physical signs vary with the degree of pul- 
monary involvement. Generalized expiratory wheezing 
and dyspnea due to widespread bronchiolar obstruction 
are common findings. The severe cough is due to the 
inability of the patient to expectorate the thick tenacious 
mucus which is secreted by the glands of the trachea 
and bronchi.’ Rales in the chest are not uniformly 
present. Hyper-resonance on percussion is a charac- 
teristic finding which has been attributed to the gen- 
eralized obstructive emphysema. Other physical signs 
are bronchovesicular breath sounds and coarse, sticky 
rales which tend to persist in isolated areas and which 
are more noticeable during flare-ups, and severe retrac- 
tion of the intercostal spaces.2 As the obstructive 
process continues, the barrel-shaped chest of chronic 
emphysema becomes evident.'? In many instances, the 
physical findings in the chest are much less striking 
than the findings on the chest x-ray. The roentgeno- 
graphic findings vary from emphysema, due to mild 
bronchiolar obstruction, to profound peribronchial fibro- 
sis, bronchiectasis, patchy consolidation, and atelectasis.” 

Cor pulmonale develops as a result of the long- 
standing destructive pulmonary disease. The clinical 
manifestations of cor pulmonale have been recognized 
in cystic fibrosis of the pancreas when the pulmonary 
lesion has been severe enough to cause prolonged cya- 
nosis."* Anoxia in chronic emphysematous lesions has 
been shown to bring about the myocardial failure which 
leads to the cardiac dilatation and congestive failure of 
cor pulmonale.* 


In cystic fibrosis of the pancreas the nutritional 
status depends a great deal upon the degree of pul- 
monary involvement. In patients in whom little or no 
burden is imposed by the pulmonary lesion, a normal 
nutritional state may be maintained for years, if an 
unrestricted diet is offered and the increase in appetite 
compensates for decreased absorption. The nutritional 


status declines when the appetite fails, in the presence 
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of a restricted diet, or in severe infection.* Formerly, 
the prototype of the severely wasted infant with pro- 
truding abdomen was synonymous with this disorder.** 
Since antibiotics have been available as an aid in elimi- 
nating the pulmonary infection, this picture has changed. 
With control of infection, a fairly normal state of nutri- 
tion can be maintained, and it is possible to maintain or 
restore the nutritional state even with persistence of the 
obstructive element, but extremely severe anorexia and 
anoxia may cause the nutritional status to suffer.’ 


COURSE AND PROGNOSIS 


The course follows a more or less uniform pattern. 
The altered secretions usually become abundant and 
bring on an upper respiratory infection by the time the 
infant is 2 to 3 months of age. Infection is superim- 
posed, and a majority of the infants require hospitaliza- 
tion before 6 months of age.'® There is generally a very 
stormy course and death occurs from the combined 
effects of infection and bronchial obstruction. At times, 
even if the infection is controlled, patients may die as 
a result of asphyxia after prolonged severe cyanosis.* 
Cor pulmonale may develop as a complication of the 
chronic diffuse pulmonary disease. 

Until recent years, the factor of infection was paid 
little heed in coping with this problem. Cystic fibrosis 
of the pancreas was mistaken for celiac disease, and 
dietary management was instituted ; results were poor.** 
Improvement in prognosis has been attributed to the 
antibiotics which are being used to combat the infec- 
tious factors. At present, the course is characterized by 
exacerbations and remissions. The immediate prognosis 
has been greatly improved, and morbidity has been 
curtailed, but the long-term prognosis is very poor. 
Most patients die in infancy or early childhood ; Rapo- 
port’ states that the longest recorded survival is 14% 
years. 

DIAGNOSIS 

The diagnosis of cystic fibrosis of the pancreas 
should be established accurately as soon after birth as 
possible because of the serious consequences already 
discussed. An alert clinician should be suspicious of 
this disorder when the child is still at a very early age. 
A history of cystic fibrosis of the pancreas in one 
child in a family should arouse the suspicion of its 
appearance in others. A history of a sibling dying at 
an early age of a bowel obstruction, chronic broncho- 
pneumonia, pertussis, lipoid pneumonia, or bronchiec- 
tasis is cause for giving serious consideration to a 
diagnosis of cystic fibrosis of the pancreas. Mistaken 
diagnoses of chronic pulmonary or intestinal complaints 
in infancy may delay recognition of cystic disease of 
the pancreas until an advanced stage where changes are 
irreversible, 

The diagnosis can be made from the clinical mani- 
festations but should be confirmed by laboratory means. 
The most satisfactory means of establishing a diagnosis 
is by the direct approach to measuring pancreatic func- 
tion, determination of the proteolytic activity of pan- 
creatic secretions by means of duodenal intubation.'® 
In cystic fibrosis all of the pancreatic enzymes are defi- 
cient or completely absent. Duodenal intubation and 
collection of a specimen entail a technic which is not at 
all easy.*® Hospitalization is required and the procedure 
must be done under fluoroscopic control by an experi- 
enced operator after the patient is adequately prepared. 

The duodenal fluid is a mixture of pancreatic 
secretion, bile, duodenal secretion, and, in most in- 
stances, varying amounts of gastric contents. It is most 
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important that an adequate specimen is submitted to 
the laboratory. The physician collecting the specimen 
must be meticulous in checking the position of the tube 
and in making certain that it is collected on ice and 
assayed without delay. 

The technic advocated by May? entails the use of 
a single Levin duodenal tube, French No. 10 or 12, 
passed through the nose into the duodenum under 
fluoroscopic control. Shwachman and Dooley* and 
Leubner and Shwachman** measure the hydrogen ion 
concentration, viscosity, bile concentration, and the 
activity of amylase, lipase, and the proteases in the 
routine assay. 

The direct approach to pancreatic function involves 
a great deal of effort. It is time consuming and incon- 
venient for the patient, and it cannot be performed in 
all institutions because of inadequate facilities; recent 
evidence suggests that the detection of abnormalities 
in the sweat electrolytes may replace duodenal intuba- 
tion as a diagnostic procedure in cystic fibrosis of the 
pancreas.’® 

If the direct approach cannot be undertaken, the 
diagnosis may be made by other less reliable means. 
The gelatin film test for stool trypsin may be used as 
a screening procedure in the diagnosis of cystic fibrosis 
of the pancreas.*? Failure of digestion of the gelatinous 
coating of x-ray film after serial dilutions of stool are 
applied as spot tests is a rapid and useful procedure to 
determine the presence or absence of trypsin.’ False 
negative results are obtained when pancreatic trypsin 
is absorbed or destroyed en route from the duodenum 
to the anus. Therefore, duodenal drainage should be 
performed if three stool examinations are negative for 
tryptic activity. Assay of the duodenal secretions for 
tryptic activity is the only definitive means of diagnosis 
at the present time. 

Other methods of studying protein absorption in- 
volves radioactive iodine-labeled casein and measuring 
the amounts recovered in the urine and feces.’ Vitamin 
A absorption tests are a means of testing fat digestion. 
Alcoholic preparations give a normal curve while the 
fat solution of vitamin A produces a flat curve. This 
is in sharp contrast to the findings in celiac disease in 
which both curves are flat.* * 

Demonstration of increased fat excretion in the 
feces is simple by microscopic examination of the 
diluted stool to which Sudan or scharlach stain has 
been added.? 

Assay of unabsorbed food particles in feces, espe- 
cially nitrogen, is a complicated but accurate indirect 
method for determining the quantitative absorption of 
protein nitrogen.” 

CASE REPORTS 

Case 1. A 3-month-old male infant was admitted 
to the Los Angeles County Osteopathic Hospital on 
April 11, 1953, with the chief complaint of dry per- 
sistent cough. 

The infant had developed slight rhinorrhea and 
had begun to cough 3 weeks prior to admission. Cough 
was dry, hacking, nonproductive, and occurred in 
paroxysms, during which the infant’s face became 
reddened and he perspired freely. No characteristic 
expiratory wheezing or whoop followed the cough. The 
infant failed to respond to antibiotic therapy and was 
referred to the contagious disease ward as possibly 
having pertussis. 

The patient had been born at term following an 
uneventful pregnancy. The birth weight was 6 pounds, 
11 ounces. Three weeks before admission, when seen at 
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a well-baby conference, the infant weighed 9 pounds. 
He had been a voracious eater, and his stools were on 
occasion large and bulky. During the week prior to 
admission, his appetite became poor, and he vomited 
several times. No fever or diarrhea was noted at any 
time. The infant weighed 8 pounds on admission. He 
had received no immunizations, and no history of ex- 
posure to contagious disease was obtained. The family 
history was not significant. One older sibling was liv- 
ing and well. 

Physical examination revealed a poorly nourished, 
dehydrated male infant in acute respiratory distress. 
The head was symmetrical with the anterior fontanelle 
slightly depressed. Examination of the ears, nose, and 
throat revealed no abnormalities. The eyes were sunken. 
Several teeth appeared to be in the process of erupting. 
No cervical lymphadenopathy was noted. The chest was 
symmetrical, but the anterior-posterior diameter ap- 
peared increased. Occasional bilateral retraction of the 
intercostal spaces was noted. Diffuse, sticky rales were 
heard on late inspiration throughout both lung fields. 
No cyanosis was noted. The cardiac rate and rhythm 
were regular with no audible murmurs. The abdomen 
was round, slightly protuberant, and tympanic with 
active peristalsis. No palpable masses were noted. The 
infant exhibited marked pallor and dry and wrinkled 
skin with poor tissue turgor. The temperature was 
98.8 F. rectally, pulse 110, and respiration 28. 

Laboratory Data: The hemoglobin was 11.5 grams. 
The erythrocyte count was 4,100,000 per cu. mm. The 
leukocyte count was 22,500 per cu. mm., with 76 per 
cent neutrophils, 10 per cent of which were stab cells. 
X-ray examination of the chest demonstrated an irreg- 
ular strandlike parenchymal density throughout both 
lung fields. An anteroposterior film of the chest was 
also interpreted as showing a wedge-shaped area of 
atelectasis with a surrounding pneumonic process in the 
right lower lung field. Cough plate and nose and throat 
culture revealed a heavy growth of Staphylococcus 
aureus and rare pneumococci. No organism resembling 
Hemophilus pertussis was observed. A stool specimen 
was reported as showing many fat droplets and an 
absence of trypsin. 

Several days after admission, the pulmonary symp- 
toms became more marked. The infant developed severe 
respiratory distress with cyanosis, dyspnea, and 
marked sternal retraction. Despite intensive therapy, 
the infant continued to decline rapidly, developing a 
prominence of the right anterior chest wall and club- 
bing and cyanosis of the fingers and toes. On May 12, 
1953, 1 month after admission, the infant died, follow- 
ing progressively labored dyspnea and _ increasing 
cyanosis. 

Diagnosis: Cystic fibrosis of the pancreas; lobar 
atelectasis, right lower lobe ; staphylococcal pneumonia ; 
cor pulmonale. 

Autopsy revealed thick mucus plugs in the tracheo- 
bronchial tree, completely obstructing the air passages. 
Pseudomonas aeruginosa was isolated from this ma- 
terial. On cross section, the parenchyma revealed ex- 
tensive confluent bronchial pneumonia. The changes 
noted in the external appearance of the pancreas were 
not as advanced as those of the pulmonary system, The 
heart revealed marked right ventricular hypertrophy, 
evidence of cor pulmonale following pulmonary disease. 
Microscopic examination revealed the exocrine paren- 
chyma of the pancreas to be greatly diminished and 
replaced by fibrosis. The islets of Langerhans were not 
disturbed. Numerous dilated ducts of various sizes 
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were lined with flattened columnar epithelium and con- 
tained inspissated eosinophilic acellular material. 

Case 2. A 14-month-old female infant was ad- 
mitted to the Los Angeles County Osteopathic Hospital 
on July 23, 1954, with the chief complaint of severe, 
hacking, nonproductive cough. 

The patient had begun to cough in paroxysms 3 
days prior to admission. The cough was accompanied 
by “choking spells” during which the patient became 
very cyanotic and dyspneic. She had had several bouts 
of pneumonia which had never completely resolved 
during the previous 3 months. 

No difficulty was encountered at birth or in the 
neonatal period. Initial symptomatology was referrable 
to the pulmonary tree. At the age of 2 months, the 
infant had an upper respiratory infection for which 
she was given a broad-spectrum antibiotic to which she 
responded. Repeated pulmonary infections developed, 
accompanied by a dry harsh cough. At the age of 3 
months, the diagnosis of cystic fibrosis of the pancreas 
was made at another hospital when the absence of 
trypsin was demonstrated following duodenal drainage 
and repeated stool examinations. 

From the age of 5 months until approximately 3 
months before admission the infant passed large foul- 
smelling bulky stools four to five times daily. She had 
had repeated pulmonary infections with cough and 
wheezing. Cyanosis had been noted for the past 3 
months. Her appetite had been ravenous despite fre- 
quent respiratory infections. She had been receiving 
pancreatic extracts and aureomycin, 250 mg. daily, 
prophylactically but had not shown any appreciable 
weight gain. 

The family history was significant in that two 
older siblings, both male, died in early infancy of cystic 
fibrosis of the pancreas. One died following surgery for 
meconium ileus, while in the other diagnosis was made 
at autopsy following fulminating bronchopneumonia at 
3 months of age. 

Physical examination revealed a poorly developed 
and undernourished infant with wasting of the thighs, 
buttocks, and extremities, and marked wrinkling of 
the skin. Considerable mucus was noted on the hyper- 
emic posterior pharyngeal wall. The tonsils were small 
and not injected. However, the buccal membranes were 
more injected than normal. Thickened mucoid secre- 
tions were noted in the external nares. The anterior 
cervical lymph nodes were palpable and tender. 

The right anterior chest was prominent and the 
anterposterior diameter of the chest wall was increased. 
Obstructive breathing with the use of the accessory 
muscles of respiration was noted. The chest was hyper- 
resonant with diffuse dry rales audible bilaterally. No 
cardiac murmurs were noted; however, sinus tachy- 
cardia was present. The abdomen was not distended, 
and active peristalsis was noted. The liver was palpable 
but not enlarged or unusually firm. The spleen was not 
palpable. A small umbilical protrusion of the cutis navel 
type was noted. Clubbing of the fingers and toes and 
cyanosis of the nail beds were noted. The temperature 
was 98.6 F. rectally, pulse 120, respirations 30. 

Laboratory Data: The hemoglobin was 14 grams. 
The erythrocyte count was 4,870,000 per cu. mm. The 
white cell count was 14,100 per cu. mm. with 72 per 
cent polymorphonuclear cells, 4 per cent of which were 
stab cells. X-ray examination of the chest demonstrated 
increased lateral and anteroposterior chest diameters 
and flattening of the diaphragm. There was soft dif- 
fuse linear infiltration in both bilar and perihilar areas 
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which was consistent with bronchial inflammatory reac- 
tion or interstitial fibrosis. Gelatin test of stool for 
trypsin revealed no enzyme activity. 

Course: The hospital stay was eventful in that the 
infant frequently developed bouts of cyanosis and 
dyspnea associated with coughing paroxysms. Serial 
chest x-rays revealed little change in the heavy fibrotic 
markings. Cyanosis was exacerbated by placing the 
patient in a croupette tent with increased humidification. 
She also became more dyspneic. Upon her removal 
from the croupette tent, respiratory embarrassment sub- 
sided and cyanosis was less marked. The patient was 
discharged on August 17, 1954, when her pulmonary 
manifestations improved slightly. 

Diagnosis: Cystic fibrosis of the pancreas; inter- 
stitial pneumonitis. 

Intensive therapy with antibiotics, pancreatic ex- 
tracts, high protein diet, oxygen and Alevaire, and 
adequate vitamin supplements resulted in improvement 
of the cough and respiratory embarrassment. 

On November 26, 1954, approximately 3 months 
following discharge from the hospital, patient was re- 
admitted with a chief complaint of rhinorrhea and 
productive cough. She had been followed in the out- 
patient department and was maintained on terramycin. 
Cough had persisted and was now productive of thick 
mucoid sputum. Physical findings were an emphysema- 
tous chest with obstructive breathing. A diaphragmatic 
tug and use of the accessory muscles of respiration 
were noted. Expiratory wheezing was audible bilater- 
ally. Crepitant rales were heard in the left chest 
posteriorly. 

Laboratory findings revealed hemoglobin 15 grams. 
The erythrocyte count was 5,550,000 per cu. mm; the 
leukocyte count was 29,100 per cu. mm. with 78 per 
cent polymorphonuclear cells, 6 per cent of which were 
stab cells. Urinalysis was essentially negative. 

Comparison of previous films with new chest 
x-rays revealed a persistence in the heavy pulmonary 
markings. 

On December 10, 1954, following improvement in 
her pulmonary status, she was discharged. Mainte- 
nance was to be with broad-spectrum antibiotics and an 
adequate vitamin supplement. 
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On January 21, 1955, the infant was readmitted 
to the hospital. For a few days preceding this admis- 
sion, she had been febrile, and marked cyanosis and 
dyspnea were present. She had had paroxysmal pro- 
ductive cough. Her hospital course was progressively 
worse, and there was marked pulmonary distress. 

An electrocardiographic tracing taken on March 
10, 1955, was suggestive of cor pulmonale. 


CONCLUSIONS 


Cystic fibrosis of the pancreas is a definite clinical 
entity. This disorder is a familial disease characterized 
by obstruction due to inspissated secretion and subse- 
quent degeneration of the acinar tissue of the pancreas. 
The pancreatic lesion is frequently combined with a 
progressive destructive lesion in the bronchial tree. 
This combination leads to great variation in clinical 
manifestations. 


The pulmonary lesion of cystic fibrosis of the pan- 
creas differs from most other diseases of the lungs. 
The basic phenomena leading to respiratory involve- 
ment are essentially mechanical. Bronchial obstruction 
results from the failure to remove the thickened mucoid 
secretions and predisposes to secondary infection. 
Bronchial obstruction is the cardinal manifestation of 
the pulmonary lesion of cystic fibrosis of the pancreas. 
The degree of respiratory involvement and the effec- 
tiveness of antibiotic therapy in controlling the sec- 
ondary infection determine the prognosis. 

Early diagnosis and aggressive use of antibiotic 
therapy before permanent damage to the bronchi occurs 
is imperative in increasing the longevity of these pa- 
tients. At present cause and cure of this disease are 
unknown. However, in recent years improvement in 
the immediate prognosis has been attributed to use of 
antibiotics. The long-term prognosis remains very seri- 
ous and guarded. There is an urgent need for continued 
research in this field. 
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Hiatus Hernia* 
CHARLES M. WORRELL, D.O. 


and 


J. McA. ULRICH, D.O. 
Harrisburg, Pa. 


Diaphragmatic hernia is not a common condition, 
but neither is it rare. There are no statistics available 
concerning the incidence in the total population, but it 
has been reported to be as high as 2.9 per cent in pa- 
tients undergoing gastrointestinal examinations.’ Har- 
rington? found 680 cases at the Mayo Clinic from 
1908, when the first case was diagnosed at the time 
of operation, until 1939. The first case diagnosed by 
x-ray was in 1921, and since that time, the condition 
has been found with greater frequency. 

The eight cases reported here are from 5,400 
admissions for all causes at the Osteopathic Hospital 
of Harrisburg. It is thus of sufficient frequency that 
it must be included in the differential diagnosis of all 
cases of upper abdominal or thoracic pain or any un- 
explained hypochromic anemia. 

In the classical case of hiatus hernia the patient 
is described as an obese, multiparous female past the 
age of 50, who, has epigastric or retrosternal pain that 
comes on several hours after reclining and is relieved 
by vomiting. Unfortunately, the symptom complex is 
not that simple and can at times be very complicated. 
Indeed, Harrington? called hiatus hernia the mas- 
querader of the upper abdomen because of the many 
variations of reflex syndromes that occur as the result 
of size, type, and age of the patient. 

Bremer® has described many types of hernia that 
have occurred as the result of anomalies of develop- 
ment or trauma. Only three types are significant, 
however: (1) The thoracic stomach, which is not a 
true herniation and is due to a congenitally short 
esophagus, (2) the paraesophageal hernia in which the 
stomach herniates through the esophageal hiatus, and 
(3) the gastroesophageal hernia in which parts of both 
the esophagus and stomach are pushed upward into the 
thorax. 

Since the first type responds poorly to treatment, 
it is fortunate that it is rare. The symptoms are pre- 
dominantly thoracic and are caused by the encroach- 
ment into the thoracic space. Thus, dyspnea or pre- 
cordial oppression, relieved by vomiting, is the com- 
mon symptom. Since there is no sliding mechanism, 
pain and anemia are not features, 

True herniations are usually produced by increased 
abdominal pressure such as occurs with obesity, preg- 
nancy, or large abdominal tumors. Trauma of the 
penetrating type can cause hernia wherever it produces 
rupture, but external trauma, in order to produce 


*Presented at the annual meeting of the American College of 
Osteopathic Internists, Philadelphia, October 9, 1954. 


hernia, must also cause increased abdominal pressure. 
A hard blow to the abdomen would increase pressure. 
Another common example is the trauma resulting from 
striking the head against a car roof. 

The most common symptom is pain. As men- 
tioned previously, this usually occurs soon after eat- 
ing, but it may occur while eating. The pain may be 
minimal, but the patient, while still quite hungry, 
seems to become full on small amounts of food. The 
pain may be epigastric or thoracic. It will be referred 
to the back, and, at times, to either shoulder or arm. 
It is usually much worse in the reclining position, and 
it may be entirely nocturnal. Sudden increase of intra- 
abdominal pressure produced by bending forward, the 
Valsalva maneuver, or heavy lifting can provoke an 
attack. 

The attack can readily be confused with angina of 
effort. Walking, even at a fast rate, will not produce 
the same symptoms, however. The pain will vary 
from the discomfort of heartburn to a sharp tearing 
type with apprehension and a shocklike state. 

Many times the pain will be associated with 
dyspnea. This occurs as a result of the reduction of 
the already impaired vital capacity of the lungs by 
further encroachment of the hernia on the thoracic 
contents. When this occurs at night, it wil! closely 
simulate paroxysmal nocturnal dyspnea, and because 
both are relieved by the erect position differentiation 
may be difficult. In borderline cases of hypertensive 
heart disease true paroxysmal nocturnal dyspnea can be 
precipitated by the encroachment of hiatus hernia. 

About half of the patients will complain of upper 
abdominal distress that can easily be mistaken for 
peptic ulcer or cholecystitis and about one-fourth will 
have chest pain simulating heart disease. Nausea and 
vomiting are usually associated with the pain but may 
exist alone. The vomiting will occur directly after 
eating and will usually provide complete relief from 
the pain. It is not uncommon for only part of a meal 
to be vomited, and it is also characteristic that the pa- 
tient feels free to eat directly after vomiting. : 

Vomiting is not always necessary for relief ; many 
times eructation of gas will have the same effect. When 
it does, it will also be directly after eating. Many times 
after eating a small quantity of food, the patient feels 
full, but if he stands up and eructates, he is able to 
proceed with his meal. 

Hiccoughs, anorexia, and difficulty in swallowing 
are less common symptoms but may stil! be prominent 
features of any one case. 
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Fig. 1. Simple hiatus hernia without complications. Case 1. 


Anemia is a very prominent finding in hiatus 
hernia. Its frequency varies greatly, however, in the 
series of different authors. Harrington? found anemia 
in only 11 per cent of his 192 cases, but he did not 
mention the degree or type. Murphy and Hay,‘ how- 
ever, found moderate anemia (hemoglobin levels under 
12 grams per 100 cc.) in 70 per cent of their series 
of seventy-two cases, and severe anemia (less than 10 
grams of hemoglobin) in 35 per cent. Seven in their 
series had pernicious anemia. 

The cause of the anemia is not always casy to 
explain. While it is, of course, possible to have ulcer, 
diverticula, or carcinoma in association with hiatus 
hernia, it is not common. Some of these patients will 
have massive hemorrhage, but many never do, and 
even when the anemia is severe, there may be no evi- 
dence of melena. 

It is logical to assume that the chief cause of the 
anemia is the constant weeping of blood, produced 
by the congestion of the partially strangulated hernia, 
with the added insult of trauma produced by the slid- 
ing mechanism through the hiatus. As mentioned pre- 
viously, some of these patients have pernicious anemia 
with typical megaloblastic bone marrow and absence 
of free hydrochloric acid in the gastric secretion. Most, 
however, have a hypochromic microcytic type of anemia 
and hyperplastic normoblastt bone marrow. 

Because there is a tendency for the blood loss to 
continue, these patients respond poorly to antianemic 
therapy. Murphy and Hay‘ state that the possibility 
of hiatus hernia should be considered in any case of 
unexplained hypochromic anemia, especially if the sym- 
tom complex described earlier is present. 


It is indeed unfortunate that the condition is not 
always discovered in those patients who are subjected 
to roentgen studies of the gastrointestinal tract. At 


Fig. 2. Advanced hiatus hernia with fixation and ulcera- 


tion. Barium retention after 6 hours. Case 2. 


this hospital, all patients are screened with this possi- 
bility in mind. The chest is studied carefully before 
barium is administered to see if there is a fluid level 


Fig. 3. Simple hiatus hernia without ulceration. No barium 
retention. Case 3. 
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Fig. 4. Large hiatus hernia with fixation and ulceration. 
No retention of barium beyond usual time limit. Case 4. 


above the diaphragm, for often the barium by virtue of 
its weight will cause the stomach to slide back into the 
abdomen, and the diagnosis will be missed. The pa- 
tient is observed during normal respiration, deep in- 
spiration and expiration, and the Valsalva maneuver. 
Finally barium is given slowly and the passage through 
the esophagus is watched closely for a constriction 


with dilatation above it. After the stomach is filled, 
the patient is placed in the Trendelenburg position on 
the x-ray table. Pressure is applied to the epigastrium 
and the Valsalva maneuver is again attempted. In 
any doubtful case, serial films are taken, including 
spot films. 

By following this procedure routinely in all gas- 
trointestinal x-ray examinations, many cases are dis- 
covered that would be otherwise missed. Cases 1 and 
7 of the series reported below were discovered only by 
this method. 

_ CASE REPORTS 

The following are the eight cases treated at the 
Osteopathic Hospital of Harrisburg: 

Case 1. The patient was an obese male, aged 33. 
He was admitted on June 12, 1952, with the chief 
complaint of sudden sharp pain over the left pre- 
cordium that radiated down the left arm. This came 
on immediately before lunch while he was sitting at 
his desk in a forward bending position. There was no 
history of trauma. The blood findings were: erythro- 
cytes 4,430,000; leukocytes 11,450; hemoglobin 12.5 
grams; sedimentation rate 7 mm. in 1 hour by the 
Cutler method. The guaiac test was negative. Re- 


peated electrocardiograms were all within normal limits. 
There was no history of melena or hematemesis. There 
The gastrointestinal 
Treatment 
There have been no attacks since. 


had been no previous attacks. 
x-ray series showed a small hiatus hernia. 
was conservative. 


all types of food. 


Fig. 5. Large uncomplicated hiatus hernia. No barium re- 
tention. Case 5. 


Case 2. An obese female, aged 64, was admitted 
on August 22, 1953, in a comatose state, with a diag- 
nosis of pernicious anemia. Her pallor was waxy, 
suggestive of blood loss. The patient had had re- 
peated attacks of weakness, abdominal pain with dis- 
tention and nausea, and vomiting. There was also a 
history of melena and hematemesis, with the most re- 
cent attack occurring 5 days before admission. She had 
had previous attacks over the past 4 years. The ab- 
dominal pain with nausea and vomiting occurred direct- 
ly after eating. 

During a previous hospitalization elsewhere the 
gastrointestinal x-ray findings had been negative, but 
an exploratory operation for possible peptic ulcer had 
revealed a hiatus hernia, which was not repaired. A 
diagnosis of pernicious anemia was made, and the 
patient was sent home to continue liver therapy. In 
the course of that hospital stay, she had developed a 
partial right-sided hemiplegia. 

About 2 months prior to admission to the Osteo- 
pathic Hospital of Harrisburg, she became very weak, 
anorexic, with nausea and vomiting becoming pro- 
gressively worse until hematemesis developed. On ad- 
mission, the blood count showed erythrocytes 2,000,000, 
leukocytes 16,400, and hemoglobin 40 per cent. Severe 
hypochromic microcytic anemia was noted on the 
peripheral smear. The gastrointestinal series at this 
time showed a large hiatus hernia. Bone marrow 
studies showed normoblastic hypoplasia. She was 
placed on a strict medical regimen and given repeated 
transfusions over a period of several weeks until the 
blood count was normal. Transthoracic thoracotomy 
was then performed, and the hernia repaired. Since 
that time, she has been in good health and her blood 
count has remained normal. She has been able to eat 
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Fig. 6. Large hiatus hernia with ulceration and fixation. 
Barium retained 6 hours. Case 6. 


Case 3. A 51-year-old obese female was admitted 
to the hospital on April 6, 1953, with the chief com- 
plaint of a heavy feeling throughout the abdomen. She 
had been struck by an automobile 22 years before; 
marked distortion of the spine and constant backache 
resulted. For the past 10 years she had had severe 
headaches with nausea and vomiting. There was no 
history of hematemesis or melena. The blood count 
was normal. Roentgen studies disclosed multiple 
cholelithiases and a large hiatus hernia. After due 
deliberation, it was decided that cholecystectomy and 
phrenicectomy should be performed. The phrenicec- 
tomy, however, was probably not successful. She has 
had moderate improvement of her symptoms, but has 
not followed her medical regimen satisfactorily. 

Case 4. A 61-year-old obese woman was admitted 
on October 13, 1952, with the chief complaint of ex- 
treme fatigue which had been progressive for the past 
3 months and was sufficient to cause restriction of ac- 
tivities. For the past 3 years, she had had pain in 
the region of the lower dorsal area which had been 
relieved by eructation of gas. Only small amounts of 
food could be tolerated without major discomfort. 
Recumbency would precipitate an attack of pain. There 
was no history of melena, but the patient had lost 30 
pounds in the past 2 years because of anorexia. On 
admission, her blood pressure was 190/80. The blood 
findings showed erythrocytes 3,450,000, leukocytes 
6,200, and hemoglobin 40 per cent. The peripheral 
smear was typical of hypochromic anemia with aniso- 
cytosis and poikilocytosis. The guaiac test was 4 
plus. The gastrointestinal series showed a large hiatus 
hernia. She was placed on conservative therapy and 
given transfusions every other day. Thoracotomy 
was performed, and the hernia was repaired. She has 
been completely symptom-free since. 

Case 5. An obese female, aged 54, was admitted 
to the hospital on May 26, 1954, with the chief com- 
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Fig. 7. Large hiatus hernia without 


barium retention. 


complications or 


plaint of chest pain of sudden onset that occurred 2 
months before while she was asleep. Since that time, 
the attacks had increased in frequency and usually 
occurred only when she was lying down. ‘The pain 
was localized in the retrosternal area, radiating to the 
left shoulder and arm. Orthopnea was noted but there 
was no dyspnea of effort except immediately after 
arising. She had constant flatulence, fullness, and 
epigastric distress which made wearing a girdle intol- 
erable. She also presented a history of rheumatic 


Fig. 8. Transient hiatus hernia with possible acute ulcera- 
tion complicating ulcer of lesser curvature. Case 8. 


Me 
% 


742 HIATUS HERNIA—WORRELL AND ULRICH 


fever at the age of 14. The pulmonic second sound 
was accentuated, and the first sound at the apex was 
short and sharp. Presystolic and systolic murmurs 
were noted at the apex. The cardiac silhouette showed 
the heart increased in size but distorted by a large 
hiatus hernia. The results of the rest of the physical 
examination and the laboratory findings were within 
physiologic limits. She was placed on conservative 
therapy and advised to return for surgery if conserva- 
tive therapy was unsuccessful. At this time, she remains 
symptom-free. 


Cas: 6. An obese 59-year-old woman was ad- 
mitted on June 18, 1953, with the chief complaint of 
burning pain in the epigastrium. This occurred di- 
rectly after eating and was usually followed by vomit- 
ing, after which the patient obtained relief. There 
was no history of melena. Her symptoms were ap- 
parently not exaggerated by recumbency but were al- 
ways relieved by vomiting. The pain was not referred 
to the chest. Roentgen studies showed a large dia- 
phragmatic hernia. The blood count showed erythro- 
cytes 3,310,000, leukocytes 10,300, and hemoglobin 
10.5 grams. She was given whole blood until the blood 
count was normal, after which left thoracotomy was 
performed and the hernia repaired. She has been 
symptom-free since. 


Case 7. A 73-year-old female was admitted to the 
hospital on November 19, 1951, with the chief com- 
plaint of arthritis. Her history disclosed that at the 
age of 10 she had had several falls which resulted in 
severe injury to the spine. At approximately the same 
time, she had had scarlet fever, and, soon after, scolio- 
sis developed for which a strong back brace was un- 
successfully worn. During a routine examination 
while in the hospital, a large hiatus hernia was found. 
Other than occasional nausea, there were no symptoms 
at any time suggestive of this condition. She had al- 
ways slept recumbent. She had never been anemic. No 
treatment was instituted for the hiatus hernia. 


Case 8. A woman, aged 50, was admitted to the 
hospital on October 6, 1952, with the chief complaints 
of nausea, vomiting, melena, and abdominal pain. Her 
history disclosed that she had had nausea and vomit- 
ing since the age of 6, but 1 year previously developed 
pain directly after eating which was relieved by drink- 
ing milk. Two weeks before admission, the pain be- 
came more severe, radiated to the chest, and was as- 
sociated with abdominal cramps. On the day of 
admission, she noted tarry stools, and vomited small 
amounts of coffee-ground vomitus. Three years be- 
fore, she had been treated for a ruptured diverticulum 
and peritonitis. At the time of admission, the blood 
count showed hemoglobin 11 grams, erythrocytes, 
3,630,000, and leukocytes 11,200. The guaiac test was 
plus 2. Roentgen examination showed a hiatus hernia 
and ulcer of the lesser curvature. She was treated 
conservatively. Surgical consultation was held, but 
operation was not considered because of the extreme 
scoliosis. On January 20, 1953, she had recurrence 
of the pain which was so sharp that a shocklike state 
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was produced. There was no evidence of bleeding at 
this time. The pain came on directly after lunch and 
persisted for approximately 24 hours. There was nau- 
sea, no vomiting, some regurgitation of food, and ab- 
dominal tenderness. Conservative treatment was again 
instituted, and the patient was discharged. On July 
10, 1953, roentgen examination disclosed no evidence 
of ulcer and the hiatus hernia was not present. She 
has been free of symptoms since that time. 

DISCUSSION 

Of this series, 7 patients were women, the young- 
est of whom was 50. All the patients were obese. 
Contributory trauma was noted in 2 of the patients. 
Marked scoliosis of the dorsal spine with distortion of 
the thorax was noted in 2 patients. One was symptom 
free. Two had symptoms of severe anemia, 2 had 
symptoms suggestive of heart disease, and, in 3, the 
symptomatology was referable to the digestive tract. 
Three were subjected to thoracotomy and had complete 
relief of symptoms; 1 had an unsuccessful phrenicec- 
tomy ; 3 had successful conservative treatment; and 1 
had no treatment. 

The treatment may be conservative or radical, 
and controversy regarding the two methods closely 
parallels controversy about peptic ulcer therapy. Those 
who favor surgery feel that the danger of strangulation 
is great, and since strangulation can easily prove fatal, 
all such patients should be subjected to surgical repair. 
There are no statistics, however, which indicate the 
operative mortality. 

It is also felt that surgery is frequently unsuccess- 
ful; much has been written .recently in regard to 
improved surgical technic to prevent recurrence. In- 
terruption of the phrenic nerve to prevent paralysis 
of the diaphragm and to permit the hernia to slide 
back and forth without any constriction has been fre- 
quently employed. Results were unsatisfactory in the 
one case in this series in which this technic was em- 
ployed. The literature does not support this as the 
treatment of choice. 

It is my opinion that radical surgery with thorac- 
otomy and repair should be instituted whenever the 
symptoms cannot be relieved by conservative manage- 
ment, or in an emergency. At the present time, I do 
not consider massive hemorrhage an emergency, but | 
certainly do believe that refractory anemia is a positive 
indication for surgery. Conservative management in- 
cludes weight reduction and elimination of any factors 
that produce intra-abdominal pressure, such as strain- 
ing and bending in unnatural positions, especially while 
lifting. 

The patient should be instructed never to overeat, 
to have frequent small feedings, not to lie down for at 
least 2 hours after a meal, not to eat or drink before 
retiring, to get up and walk about if there is any dis- 
comfort while eating a meal, and to sleep with the head 
of the bed elevated. Antacids and antispasmodics should 
certainly be used as indicated. 

It has been my practice to maintain these patients 
on an ulcer regimen, and it may be necessary to main- 
tain this regimen for life. 


REFERENCES 


1. Levy, M. D., and Duggan, L. B.: Hiatus hernia of stomach; in- 


cidence, symptoms and medical management in 1,220 gastro-intestinal 


cases. South. M. J. 34:351-357, April 1941. 


2. Harrington, S. W.: Diagnosis and treatment of various types of 


diaphragmatic hernia. Am. J. Surg. 50:381-446, Nov. 1940. 


3. Bremer, J. L.: Diaphragm and diaphragmatic hernia. Arch. 
Path. 36: 539-549, Dec. 1943. 


4. Murphy, W. P., and Hay, W. E.: Symptoms and incidence of 
anemia in hernia at esophageal hiatus. Arch. Int. Med. 72:58-68, July 
1943. 


* 
- 


Volume 54 
Number 12 


THE JOURNAL OF THE 
AMERICAN OSTEOPATHIC ASSOCIATION 


Published Monthly by the American Osteopathic Association 


Publication Office, 100 S. Kenilworth Ave., Oak Park, Ill. 
Editorial Office, 212 E. Ohio St., Chicago 11, Ill. 
Address all communications to the Chicago Office 


EDITORS 
Raymonp P. Keesecker, D.O 
KATHERINE BECKER 


Editor 
Assistant Editor 


OFFICERS 
R. C. McCaucGuan, D.O. Executive Secretary 
Rose Mary Treasurer 


COMMITTEE ON EDITORIAL POLICY 
Ronert B. Tuomas, D.O., CHAIRMAN.......... Huntington, W. Va. 
Ronert E. Core, D.O............. -Geneva, N. Y. 


Subscription Ten dollars a year in advance 


Vol. 54 August, 1955 No. 12 


SAFEGUARDS AND HUCKSTERS 


Significant lessons can be drawn from the Salk 
vaccine inoculation project unrelated to the vaccine’s 
rating as another triumph of etiological medicine. One 
lesson to be learned by all physicians is that it is their 
obligation to know the agencies responsible for the 
maintenance of standards of all drugs, devices, vac- 
cines, and sera, and not merely the one that holds the 
center of the stage for the moment. 

Every day of a lifelong practice the physician is 
faced with the question: How can I be assured that 
this product is the best one to prescribe for my patient ? 
The untoward effect of the Salk vaccine in a small 
number of isolated cases only highlights the responsi- 
bility imposed by a remedial and curative medicine 
upon its practitioners. It has dragged into the open 
again a fact as old as man’s healing: that no medicament 
is absolutely safe. Patients are totally dependent upon 
physicians to utilize the safeguards that will guarantee 
the purity and potency of the agents they use, and pa- 
tients assume that their doctors will employ these 
agents well within their established limits. 


The doctor has no greater challenge than to guar- 
antee to his patients a rational therapeutics. Its cri- 
teria are exacting, and they are known. But the physi- 
cian to a remarkable degree is a free moral agent. He 
alone can check himself. And if he reads deeply into 
the significance of Salk vaccine happenings, it will call 
him to self-evaluation such as too few practice. 

The American Osteopathic Association is the col- 
lective conscience of the osteopathic profession. THE 
JourNac has the obligation to make known basic cri- 
teria for the guidance of physicians and to make these 
criteria a matter of official record. This editorial, there- 
fore, places the responsibility for the rational and 
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ethical practice of osteopathy directly where it belongs 
—upon each osteopathic physician. 

THE JOURNAL does not presume to tell the doctor 
how to practice osteopathic medicine. But the freedom 
to practice medicine as the physician’s best judgment 
dictates does not excuse the Association from its re- 
sponsibility of continuing to point out the ethical and 
moral obligations of the individual doctor to society 
and to his patients. There is the occasional osteopathic 
physician who chooses to violate every principle of 
ethical practice, who willfully ignores all criteria set up 
as safeguards for him and his patient and, if needs be, 
breaks the law to further his own ends. Organized 
osteopathy has never apologized for nor attempted to 
defend these individuals who prostitute their profes- 
sion. In common with similar associations, the Ameri- 
can Osteopathic Association is often criticized by its 
own members for not acting summarily with this type 
of racketeer. The answer lies in the libel laws of the 
United States. Such a discussion as this will not lessen 
the number of these malefactors, few as they are 
among the total number of osteopathic physicians. 

There are other doctors of osteopathy who lay them- 
selves open to criticism for their failure to arm against 
the unscrupulous machinations of drug firms mas- 
querading in a guise of scientific respectability. This 
problem, however, is not so much one of the naivete 
of the physician as it is one of those drug manufac- 
turers who observe no ethical standards. They need to 
be identified for these credulous doctors, and that will 
be done later in this discussion when the reputation 
and reliability of pharmaceutical firms is outlined as 
one of the four types of criteria available as safeguards 
to the physician. 

Today’s wise doctor no longer relies upon his own 
opinions or the experience of his colleagues for his 
assurance of what medical products are safe to use. 
Nothing less than all the criteria set forth below are 
sufficient for his guidance. The doctor who does not 
know these safeguards and apply them to his own prac- 
tice sooner or later will find himself the humiliated 
victim of those whose profit is derived from trading 
upon the innocent-minded. 

Among the official agencies for the physician’s as- 
sistance none is better known to physicians and public 
alike than the Food and Drug Administration, a divi- 
sion of the Department of Health, Education, and Wel- 
fare. Of its many operations affecting the public health, 
its scientific investigations are of primary significance 
to physicians. They are directed toward ascertaining 
and promoting “purity, standard potency, and truthful 
and informative labeling of the essential commodities” 
(meaning in this editorial those commodities that are 
related to the drug provisions of the Federal Food, 
Drug, and Cosmetic Act). 

The far-reaching importance of these investiga- 
tions and the controls that flow out of them are best 
expressed in the exact language of the “United States 
Government Organization Manual” : 


SCIENTIFIC INVESTIGATIONS.—The Washington labora- 
tories [of F.D.A.], in addition to testing samples that require 
specialized techniques and laboratory facilities not available at 
field laboratories, such as vitamin assaying, bacteriological 


analyses, pharmacological bioassays, the more intricate micro- 


scopic determinations, and antibiotics assays, are constantly 
at work on methods for the detection and proof of adulteration, 
capable of demonstrating violations in court actions. Another 
important function of the staff laboratories is to make funda- 
mental researches to form a groundwork for enforcement 
policy. These investigations encompass the evaluation of the 
safety and efficacy of medicines; the toxicity of ingredients 
used in the manufacture of foods, drugs, and cosmetics; the 
normal composition of all products coming within the jurisdic- 
tion of the acts enforced; the potency of drugs and vitamins; 
and methods of processing, packaging, preserving, and storing 
products under adequate controls. 


CONTROL OF NEW DRUGS.— Applications for distributing 
new drugs, accompanied by the manufacturers’ evidence estab- 
lishing safety for use and adequacy of manufacturing controls, 
are evaluated and must be accepted before each new drug is 
placed upon the market. 


The certification services of the Food and Drug 
Administration are also most important to the physician 
since they involve “insulin, penicillin, streptomycin, 
chlortetracycline, chloramphenicol, bacitracin, and _te- 
tracyline. .. .”” Certification is a method of “‘predistri- 
bution control through appropriate analyses of samples 
of each manufactured batch before distribution is 
made.” 

Another official agency having to do with drug 
purity, potency, and safety is the National Institutes 
of Health, constituting the research arm of the Public 
Health Service. Their ramifications are so far-reaching 
medically as to limit this discussion to a mention of the 
responsibility of the Laboratory of Biologics Control 
of the National Microbiological Institute. This labora- 
tory “licenses the manufacture and interstate sale of 
serums, toxins, and similar products applicable to the 
prevention and treatment of disease.” 

The Bureau of Narcotics is thought of by physi- 
cians correctly but superficially as the agency through 
which physicians are licensed to purchase and use nar- 
cotics. Actually it is an ally of doctors, aiding and pro- 
tecting them in the employment of these dangerous 
drugs. The authority of the Federal Trade Commission 
of the Government is important in checking false ad- 
vertisements of food, drugs, cosmetics, and devices. To 
the same intent the Post Office Department through the 
authority invested in it by the Postal Fraud Laws pro- 
tects patient and physician alike against unscrupulous 
claims for drugs being made through the mails. 


There is no more essential service of our Govern- 
ment than that rendered by its official agencies for the 
purpose of safeguarding the life and health of a con- 
suming public. These agencies are singularly untouched 
by politics—whatever weaknesses they possess are in- 
herent in the Act of Congress leading to a particular 
agency’s establishment. Too often, the Congress of the 
United States has been forced to modify and soften 
proposed acts in order to placate powerfully vested 
interests. Once established, however, an agency can be 
limited by the failure of citizens to recognize its intent 
and usefulness. Too many doctors, for example, look 
upon the Food and Drug Administration as a detection 
agency set up to interfere with their right to practice 
medicine in the way they deem wisest. They rarely 
think of F.D.A. as protecting their practices at every 
turn, much less as a consultant whose services should 
be freely sought. It was pointed out above that the 
individual doctor is not in a position to ascertain the 
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worth of a product, to check conformance to accepted 
standards, or to determine if some new method is not 
an old quackery with a new hat. Doctors seem unaware 
that official agencies are long experienced in ferreting 
out and unmasking the suspect. The physician who 
consorts with the suspect rather than working actively 
and cooperatively with such agencies as the F.D.A. 
until they have quietly and objectively ascertained the 
exact status of a product, a method, or a procedure, 
becomes himself suspect—a different matter than 
“guilt by association.” Official governmental agencies 
are the unimpeachable sources of authority for the 
physician, and it is with these agencies alone that total 
security rests, for they are the administrators selected 
by the Government to execute provisions of Acts set up 
to safeguard the health of the people. 

Of the private agencies for the physician’s as- 
sistance in drug evaluation, the Council on Pharmacy 
and Chemistry of the American Medical Association is 
one of unquestioned worth. The Association’s clean- 
up of medical advertising in years past was a far- 
reaching step in medical progress. Its “Seal of Ac- 
ceptance” program has been discontinued, and a revised 
program will doubtless remove injustices that were 
inevitable, without compromising the principles in- 
volved. Reports of the Council will doubtless continue 
to be an excellent source of information on drug evalu- 
tion for all physicians. The Association’s long record 
of exposure of the charlatan, the drug monger, the 
imposter, and the quack is an enviable one. 

Each generation gives birth to a new type of 
charlatan. The outrightly fraudulent was not so diffi- 
cult to detect, but the nostrum makers have largely 
given place to “drug manufacturers” mouthing a sci- 
entific jargon. They wear all the trappings of respecta- 
bility, but they are little more than drug hucksters, the 
mountebanks of modern medicine. From these falsi- 
fiers one hears meaningless talk of the newer knowl- 
edge, of research, and of case records which are little 
more than patient testimonials in medical jargon. 

The pseudo-scientific has such a convincing ring 
that, more than ever, physicians need authentic sources 
of information. Official and private agencies together 
can do little more than make available that information. 

The work of the Council on Pharmacy and Chem- 
istry, like that of the official agencies, is hampered by 
many physicians who know nothing of the workings of 
the agencies set up for their benefit. Doctors have 
ever been too inclined to accept what they believe to be 
worthwhile. In such matters, however, it is entirely a 
question of objectively and scientifically determined 
truths. 

The third class of criteria in drug evaluation, that 
of the ethical drug manufacturer, is a very different 
and a practical one. Drug manufacturing is a business 
which not only commands the highest standards of 
business practice but is influenced by the social impli- 
cations of professional ethics generally and medical 
ethics specifically. 


There is but one way for the physician to judge 
the reliability of any drug house, and that is to check 
its background and examine its business practices. The 
question of reliability and reputability of drug houses 
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may be a very subtle one, requiring a highly developed 
sense of suspicion and specific knowledge of standards 
of business practice. Questionable business practice 
which violates every tenet of medical ethics and turns 
the physician into a middleman for a drug house is the 
hole through which the drug huckster crawls. Here is 
an area in which the osteopathic physician is called 
upon to cultivate his sense of discrimination between 
the representative of the ethical pharmaceutical house 
and the huckster, no matter how successfully the latter 
masquerades under the trappings of respectability— 
claiming to serve medical advance and promote medical 
progress. 


The drug market is a highly competitive one, but, 
despite this fact, leadership in the rise of ethical stand- 
ards has come from reputable pharmaceutical houses 
themselves—that leadership is a hallmark of their re- 
liability. Medical advertising and detailing show a defi- 
nitely educational trend, in which a particular firm does 
not grind its own axe, but lets its own excellence speak. 
Such a well-developed sense of ethical responsibility is 
demonstratively true of those firms that make grants, 
conduct research projects under acceptably objective 
conditions, and collaborate without reservations with 
all scientific endeavors. These firms attach no strings. 


Let it be frankly acknowledged that certain well- 
known and highly ethical firms have in the past sub- 
jected the osteopathic profession to shabby treatment. 
The fact is that there are doctors of osteopathy who 
remember this experience only to feel the smart, and 
they are not inclined to forget it. Certain of these firms 
have alleged that they were threatened with boycott by 
a private medical agency if they detailed doctors of 
osteopathy or if they advertised in THE JouRNAL oF 
THE AMERICAN OsTEOPATHIC AssociaTION. The alle- 
gation was never confirmed, and it is not heard today. 
It is true, however, that there are pharmaceutical 
houses that in effect continue to boycott THE JouRNAL, 
and it is also true that there are pandering drug manu- 
facturers that effectively utilize this old slight as a 
method of introduction to a field which they have found 
poorly cultivated but highly productive. 


The osteopathic profession from its beginning has 
been committed to the specific employment of drugs, 
to their rational and symptomatic use when indicated, 
and certainly to abstinence from meddlesome medica- 
tion. The wide use of manipulative therapy in years 
past in conditions not demonstrably structural—a usage 
that is somewhat comparable to the nonspecific use of 
drugs—established the therapeutic value of manipula- 
tion over and against a purely symptomatic drugging. 
Further, a minority of earlier practitioners attempted 
to make osteopathy a drugless school of healing, and 
this fiction was abetted by old-school medicine in an 
effort to prove that osteopathic physicians had neither 
the training nor the right to administer drugs. On the 
other hand, osteopathic physicians during the profes- 
sion’s developmental period had little need to prescribe 
widely or nurture the critical and nihilistic attitude 
towards drugs that characterized the better physicians 
over a span of the 20 years prior to the antibiotic era. 
The critical sense of doctors of osteopathy and doctors 
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of medicine alike has grown weak and needs strength- 
ening in these later days. 


The business practices of the reliable and reputable 
drug house are properly severely limited. No ethical 
house will attempt to make dispensing primarily attrac- 
tive to the physician, although there is ample evidence 
that today there are drug houses that by one method 
or another indulge in substandard promotion. Dis- 
pensing does involve a business relationship between 
drug houses and the doctor, but ethical houses conform 
to a simple, high standard, free of rebates and com- 
missions. The relationship is an open one which all 
may see. The subterfuges employed by mongering 
drug houses to evade these standards are numerous. 
They are under cover, but they can be discerned by 
the wary. 

There is no reason, however, for physicians to 
become involved with products or pharmaceutical 
houses of questionable practices, no matter how clever- 
ly they are masked. The usage of official and most non- 
official drugs has been thoroughly explored—no ethical 
house will make unwarranted and exaggerated claims 
for these. They never market these agents under high- 
sounding names. Their literature on any given product 
does not go beyond the known and accepted facts. 
Their labeling of products stays within recommended 
limits. 

Ethical manufacturers propose no exclusive deals 
—you are the doctor “privileged” in this community 
to give your patients the advantages of this newer 
knowledge of medicine! Hence, ethical products re- 
quire no special “training” in their usage beyond that 
which is available in textbooks, in current literature, 
and on the label. Refresher courses are not private 
meetings; they have an official recognition and their 
connections are open and aboveboard. 

It was pointed out 30 years ago that the osteo- 
pathic profession has an obligation to utilize every 
known means of safeguarding its usage of drugs. A 
series of articles appeared in the Osteopathic Research 
Internist (published during 1925 in Boston by Robert 
H. Nichols, D.O.) which sounded a note of warning 
against the questionable pharmaceutical house, its prod- 
ucts, and business practices. The article emphasized 
that the day of the secret formula was over, that ques- 
tionable combinations or usage of drugs could be 
readily checked against standard products, and that 
objectively scientific evidence of the worth of any item 
was readily available from more sources than one. This 
editorial merely reiterates a position established by os- 
teopathic physicians long ago. 

The fourth of the criteria for drug evaluation, and 
the ultimate one, is the physician’s own sense of the 
significance of professional ethics. A doctor assumes 
an obligation and takes an oath of service. That in- 
volves safeguarding of the health of his patient with 
due consideration for the health of the entire commu- 
nity. He is the keeper of his own conscience, but he 
needs to be kept enlightened in relation to the problems 
set forth in this discussion. 


Physicians must remember that courts of law have 
said repeatedly that the physician has no valid excuse 
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for being misled. The purpose of this editorial is to 
lend emphasis to the fact that there is no need that he 
be misled. Let the doctor take stock of himself and his 
practices against the criteria assembled here. 

The ground on which this discussion rests is 
actually that of professional and business ethics— 
ethics which has its origin in so elementary a thing as 
the conflict between good and evil (let no reader con- 
fuse medical ethics with medical etiquette—a mistake 
too often made). And this editorial has dealt with but 
one phase of professional ethics—the doctor’s obliga- 
tion to assure good medical care to his patient by 
administering only those products which have been ap- 
proved by duly constituted authority and marketed by 
drug firms known to be reliable and reputable. 

The osteopathic profession has a great tradition of 
service to the people. Against odds that in retrospect 
have seemed insurmountable, osteopathic medicine finds 
itself on a summit of broad social acceptance so secure 
that those who would malign it seem not only petty but 
quite silly in their judgment. Our acceptance challenges 
every osteopathic physician to a meticulous adherence 
to the highest of ethical and professional standards. 
Such acceptance demands that every physician take 
stock of himself and of his methods of practice. The 
time has come for the doctor to scrutinize himself, if 
he is to continue to hold that confidence. 

In reality, this editorial is a plea for doubt, going 
back for its source to a plea for doubt made by Sir 
William Osler many years ago. Speaking of physicians 
Osler said, “It is much easier to believe than to doubt 
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for doubt connotes thinking.” And in the matter of 
treatment he remarked, “. the plain faith of the 
believer, not the fighting faith of the aggressive doubter, 
has ever been our besetting sin.” In this era of rapidly 
changing social and economic factors, Sir William’s 
plea needs to be sharpened. Perhaps today’s besetting 
sin is too slight an interest in the type of service 
rendered the patient and too overwhelming an interest 
in the fee for service. Put in the bald language of to- 
day, it is being said on every hand that the doctor’s 
interest in the pay-off has become too great. The point 
at issue in this editorial, while directed to the osteo- 
pathic profession and to doctors of osteopathy, is ap- 
plicable to the medical profession generally. In an 
article in the January, 1955, issue of The Annals of 
the American Academy of Political and Social Science, 
entitled “Ethical Standards of the Medical Profession,” 
its authors—one a physician of high repute—called for 
a restudy of medical ethics in the light of the current 
problems that the medical profession faces: 

... problems .. . [that] would seem to make it impera- 
tive that . . . medical ethics be well understood by physicians 
everywhere. There is at present relatively little information 
about medical ethics imparted in the medical curriculum. Many 
ideals and attitudes are passed along unconsciously from teacher 
to student, but this study may not be enough in an era when 
ethical attitudes are no longer forced upon doctors by close 
and intimate contacts. 

There is no greater challenge to the physician than 
that he safeguard his patient by applying to his own 
practice the high standards that have been developed 
over the years for the protection of both. 


Notes and Comments 


Radiation and Mutation.— 

A resume by H. J. Muller of the Zoology Depart- 
ment of Indiana University of the genetic risk we are 
running with radiation from thermonuclear test explo- 
sions and the use of radioactive substances and x-rays 
was published in the article, “Genetic Damage Pro- 
duced by Radiation,” in Science for June 17, 1955. 
The article is based on an address given by the author 
before the National Academy of Sciences in Washing- 
ton, D.C., in April of this year in acceptance of the 
Kimber Genetics Award. It is also being published in 
the Bulletin of the Atomic Scientists. In this article 
Dr. Muller states: 

It is no longer a matter of doubt among scientists working 
in this field that radiation, of the types derived from radioactive 
substances or x-ray machines, does produce permanent changes, 
mutations, in the hereditary constitution of living things of all 
kinds. The most numerous and important of these changes, 
occurring in the individual hereditary particles, or genes, and 
therefore called gene mutations, arise with a frequency depend- 
ing proportionately on the total dose of radiation . . . no 
exposure is so tiny that it does not carry its corresponding 
mutational risk. 

The author points out that the Hiroshima and 
Nagasaki data are inconclusive because of the proba- 
bility that many defects produced there are latent and 
cannot be detected at this time by any known means. 
He feels that important changes did occur and points 


out that 99 per cent of mutations are harmful and that 
however small the harmful mutation, it tends to be 
inherited from generation to generation “until at last 
it happens to tip the scales against one of its possessors, 
and that line of descent then dies out in consequence 
of the inherited disability.” 


Dr. Muller decries the denial by prominent per- 
sons in national defense of the genetic damage from 
test explosions and charges this with opening the door 
for defeatist propaganda. He feels that 
In this situation, the only defensible or effective course for 
our democratic society is to recognize the truth, to admit the 
damage, and to base our case for continuance of the tests on a 
weighing of the alternative consequences. 

He favors continuing the tests in spite of what he feels 
to be unavoidable genetic damage, saying, “ . . . there is 
good evidence that ruthless antagonists would long 
since have imposed totalitarianism on all the world if 
we had not pushed the development of our nuclear 
arms,” and adds: 

It is natural that those in opposition to us should be making 
every effort to have nuclear arms prohibited selectively, for 
that would change the military balance greatly in their favor, 
in view of the fact that at present we are ahead in nuclear 
arms and they in conventional arms and armies. . . . For many 
of us who abhor totalitarianism this form of slavery appears 
to be a condition as miserable and as hopeless, if grown world- 
wide, as the barbarism that total war might bring. 
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In addition to his comments on thermonuclear 
explosions, the author pleads a case for more care in 
total radiation dosage imposed by x-rays. He points 
out that a U.S. Public Health Service survey recently 
demonstrated that our population is annually receiving 
much more radiation in this way than from nuclear 
explosions. He contends that a significant portion of 
this reaches the reproductive organs and that the total 
lifetime dose may be dangerously high. Believing that 
this is a dangerous situation, even though he concedes 
that such testing is in the public interest, we are told: 
... the majority of physicians have for 28 years closed their 
eyes to the genetic damage . . . they neglect, as a rule, to 
provide shields over the reproductive organs of their patients 

. and keeping track of the total exposure of each patient 
throughout his life. These practices result in the committing 
of entirely unnecessary and indefensible genetic damage, far 
greater in its totality to date, and probably per year, than that 
caused by all test explosions. It is largely this reckless attitude 
on the part of physicians that has encouraged extremists to 


claim that nuclear explosions are genetically harmless or 
beneficial. 


* * * 


Hospitalization of Men Over 60.— 

A study entitled “Hospitalization of Men at Ages 
60 or Over” appears in the Statistical Bulletin of the 
Metropolitan Life Insurance Company for May, 1955. 
The study is based on personnel insured under the 
Company’s group insurance program. Those actively 
at work, those on total and permanent disability, and 
those retired are included, except men living in the 
Pacific Coast States and Canada. The longest hospital 
stay was found in those suffering from psychoneurotic 
disorders, averaging 128.2 days. Surgical treatment of 
fractures required average stays of 14.9 days, cholecys- 
tectomy 18.8 days, and hemorrhoidectomy 13.5 days. 
Nonsurgical cases had an average stay of 20.7 days; 
this average would have been 16.4 with the exclusion 
of the outstandingly long stay of the psychoneurotic 
group. 
* 


* * 


Scientific Generalizations.— 
In an article published in the American Journal of 
Public Health for May, 1955, under the title “Cancer 
Morbidity Surveys: A Tool for Testing Theories of 
Cancer Etiology,” Harold F. Dorn, Ph.D., FAPHA, 
makes this statement, which applies to a great deal 
more than cancer: 

When we make a scientific generalization in biology or 
medicine we do not assert this generalization with certainty. 
We imply that, based on available knowledge, the generaliza- 
tion has a high probability of being correct, but also that this 
probability is subject to modification as new knowledge becomes 
available. We can never be certain that additional knowledge 
may not show that the generalization needs major modification 
even after it has been accepted as being true. 


* * * 


Medical Literature. — 

As early as 1808 the problem of coping with the 
medical literature existed. Wilhelm Gottfried Plouc- 
quet, a German medicolegal expert and bibliographer 
of that day, was quoted in an article by Estelle Brod- 
man, Ph.D., in Public Health Reports for May, 1955, 
as complaining : 

The job would be simpler if the legacy were smaller, but 
the wealth of material overwhelms us, and we are blinded by 
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too much light . . . To make matters worse, no day passes 
but someone throws another article on the mountain of ma- 


terial . . . Our life is too short, and there are so many books; 
money is so scarce, and there is so little time. 
& @ 


Therapeutic Efficacy of Drugs.— 

The pitfalls in the evaluation of drug actions and 
of their avoidance are ably discussed in “Assessment of 
Drugs for Therapeutic Efficacy” by Janet Travell, 
M.D., of the Department of Pharmacology of Cornell 
University Medical College in the “Proceedings of the 
Third Medical Conference of Muscular Dystrophy 
Associations of America, Inc.” The placebo effect 
and the precautions necessary to evaluate it are out- 
lined by Dr. Travell, who says: 

. the difference between drug and placebo effects serves 
as a measure of the specific pharmacologic action of the 
unknown drug. The variable factor of the psychological reac- 


tion of the patient cancels out if adequate placebo control 
is used. 


The Proceedings contain a wealth of information 
about muscle structure and function in general and 
muscular dystrophy in particular. It is evident that the 
research program of the Muscular Dystrophy Asso- 
ciations of America is aimed at an understanding of 
muscle function in general as well as its specific appli- 
cation to the disease in question. The publication should 
be of interest to everyone interested in medical research 
or education in any field. 
* * * 

Penicillin.— 

The annual consumption of penicillin in the United 
States is now 350 tons, according to Dr. Sheppard 
Siegal of Mount Sinai Hospital of New York, as re- 
ported by Robert K. Plumb in the New York Times. 
This prodigious quantity works out to 53 trillion units, 
or more than 300,000 units per capita annually. It 
seems self-evident that this is unnecessary, especially in 
view of the well-known possibility of serious reactions 
to the antibiotic. 


* * * 


Fingers from Toes.— 

From Guy’s Hospital in London, England, comes 
a report by Patrick Clarkson, F.R.C.S., that he has 
successfully replaced missing fingers by transfer of toes 
to the hand and has been able to make them functional 
in a process which he describes as a safe one. The 
process is given in detail in the Journal of Bone and 
Joint Surgery for April, 1955. 


* 


Tetanus Immunization.— 

Whether or not immunization with tetanus toxoid 
will provide permanent immunity against tetanus is still 
not known, but it is known that boosters given at in- 
tervals of 5 or even 10 years will certainly preserve the 
immunity, according to Dr. Edward S. Stafford of 
Johns Hopkins University, writing in Surgery, Gyne- 
cology and Obstetrics for May, 1955. Most individuals 
are known to retain a measurable level of tetanus anti- 
toxin in their sera for at least 11 years after the most 
recent booster. 

Dr. Stafford questions the value of the single 
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prophylactic dose of 1,500 units of tetanus antitoxin 
and points out that recent studies suggest that its use 
has no influence on the mortality of tetanus. In addi- 
tion, individuals who are sensitive to horse serum ex- 
crete it, and with it the antitoxin, at a more rapid rate 
than those who are not sensitive to the material. He 


Journal A.O.A. 

August, 1955 
suggests that sensitive individuals should not receive it 
at all. 

With these factors in mind, and important degrees 
of sensitivity to tetanus toxoid almost unknown, it 
would seem of the utmost importance that every practi- 
tioner urge active immunization. 
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Listine OF ACCEPTABLE HOSPITALS AND APPROVAL 
D ACCREDITATION OF MEDICAL HOSPITALS 

Rai its program to make available to their sick or injured 
patients the services and facilities of additional hospitals and 
institutions, members of the profession have been confronted 
from time to time with rules, regulations, and requirements of 
the hospital recognition program of the old-school medical pro- 
fession. For many years the American Medical Association and 
the American College of Surgeons were the two organizations 
which administered hospital standardization or recognition pro- 
grams for medical hospitals. The American Medical Associa- 
tion maintained one set of minimum standards known as 
Registration Standards under which hospitals which applied 
to the A.M.A. could secure the status of a “registered hos- 
pital.” The A.M.A. also maintained another set of standards 
of a higher character for the approval of hospitals as intern 
or residency training institutions. Hospitals complying with 
these standards were known as “approved hospitals.” In addi- 
tion, for a great number of years, the American College of 
Surgeons operated what was known as its Hospital Stand- 
ardization Program and hospitals which complied with this 
program were known as “approved hospitals.” In recent years, 
however, the burden of carrying on these programs brought 
about their reorganization under new procedures and by new 
organizations. 

At the present time the former function of “registration” 
of medical hospitals is carried out by the American Hospital 
Association. The American Medical Association no longer per- 
forms this function nor does it any longer issue the publication 
known as the Hospital Number of The Journal of the Ameri- 
can Medical Association. In its place, the American Hospital 
Association has taken over the registration program. Now 
hospitals with M.D. staffs appear in the “Listing of Acceptable 
Hospitals” where formerly this recognition was granted to such 
hospitals by the American Medical Association under the 
classification “registration.” 

Each year the American Hospital Association publishes 
in two parts what is known as its Administrators’ Guide Issue 
of Hospitals. It will be in this issue annually that the names 
of hospitals granted “listing” as “acceptable hospitals” by the 
American Hospital Association will be printed. In 1955 this 
issue will be published in August and thus for the first time 
will publish the names of the “acceptable hospitals” of the 
American Hospital Association. In the July, 1955, issue of 
Hospitals, The Journal of the American Hospital Association, 
p. 146, the definition of hospital and the definitive requirements 
for listing as an acceptable hospital, as adopted by the Board of 
Trustees of the American Hospital Association, were published 
as follows: 


VOTED (by Board): To adopt the following definition of a hos- 
pital as the basis for formulating a set of definitive requirements for 
listing acceptable hospitals by the American Hospital Association: 

“A hospital is any establishment offering services, facilities and 
beds for use beyond 24 hours by two or more nonrelated individuals 
requiring diagnosis, treatment or care for illness, injury, deformity, in- 
firmity, abnormality or pregnancy, and regularly making available at 
least (1) clinical laboratory services, (2) diagnostic x-ray services, and 
(3) treatment facilities for (a) surgery, or (b) obstetrical care, or (c) 
other definitive medica! treatment of similar extent.” 

VOTED (by Board): To adopt the following requirements as the 
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basis for eligibility for listing an acceptable hospital by the American 
Hospital Association : 

1. The hospital shall have at least six beds for the care of patients 
who are nonrelated, who are sick and who stay on the average in ex- 
cess of 24 hours per admission. 

2. The hospital shall offer services more intensive than those re- 
quired merely for room, board, personal services and general nursing 
care. 

3. The hospital shall be licensed in those states and provinces hav- 
ing licensing laws. 

4. Only doctors of medicine shall practice in hospitals listed by 
the American Hospital Association. (*) 

5. Duly authorized bylaws for the medical staff shall be adopted 
by the hospital and the hospital shall submit evidence of regular medi- 
cal supervision. 

6. Records of clinical work shall be maintained by the hospital on 
all patients and shall be available for reference. 

7. Registered nurse supervision and such other nursing service as 
is necessary to provide patient care around the clock shall be available 
at the hospital. 

8. Minimal surgical or obstetrical facilities, including operating or 
delivery room, or relatively complete diagnostic facilities and treatment 
facilities for medical patients, shall be available at the hospital. 

9. Diagnostic x-ray services shall be regularly and conveniently 
available. 

10. Clinical laboratory services shall be regularly and conveniently 
available. 

(*) This requirement is not intended to eliminate dental and simi- 
lar services from the hospital. In all such cases, however, the hospi- 
talized patient must have an admission history and a physical examina- 
tion done by a physician on the medical staff of the hospital. Likewise 
a physician on the medical staff of the hospital shall be responsible for 
the patient’s medical care throughout his entire stay. 

The “approval” of hospitals for intern and residency train- 
ing or other professional educational programs continues to be 
the function of the American Medical Association through its 
Council on Medical Education and Hospitals. There has been, 
therefore, no change in regard to the approval of hospitals for 
intern, residency, or other professional educational training pro- 
grams. 

The hospital standardization program formerly conducted 
by the American College of Surgeons has been administered 
by a new organization known as the Joint Commission on Ac- 
creditation of Hospitals since December, 1951. The Joint Com- 
mission on Accreditation of Hospitals is a cooperative organi- 
zation composed of representatives of the American Medical 
Association and various other affiliated medical organizations 
and the American Hospital Association. These organizations 
are the American Medical Association, the Canadian Medical 
Association, the American College of Surgeons, the American 
College of Physicians, and the American Hospital Association. 
The main purpose of the Joint Commission is, it is stated, to 
establish minimum standards ,of quality of patient care. Any 
medical institution listed in the Administrators Guide of the 
American Hospital Association that has twenty-five or more 
beds and has been in operation for at least 1 year is eligible 
for inspection. Nearly 4,000 medical hospitals in the United 
States are eligible for “accreditation,” and about 3,000 of these 
have obtained certificates of “accreditation.” Its “accreditation” 
program is very similar to the former program of the Ameri- 
can College of Surgeons. Indications are, however, that this 
program will be more strictly administered than was the stand- 
ardization program when conducted by the American College 
of Surgeons. 

Despite all of these changes in regard to the Listing of Ac- 
ceptable Hospitals (registration), approval, and accreditation, 
there has been no change in the basic policy of these medical 
or affiliated organizations which restricts hospital staff privi- 
leges to physicians and surgeons holding the degree doctor of 
medicine. 
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INDIVIDUAL RETIREMENT ACT 
On June 27 and 28, the House Ways and Means Com- 
mittee held hearings on twelve bills which would amend the 
Internal Revenue Code to permit deferred taxation of a por- 
tion (10 per cent of earned net income or $7,500, whichever is 
the lesser amount) of a doctor’s or other self-employed per- 
son’s income which he pays into a restricted retirement fund 
or aS premiums on an insurance annuity contract. The doctor 
could draw on the fund after he reaches the age of 65, or in 
case he becomes totally and permanently disabled before 65. 
The American Osteopathic Association is on record in favor 
of such a plan, provided licensed doctors of osteopathy are 
made eligible to execute the disability certification, which in 
some of the bills, namely, H. R. 9 and H. R. 10, is restricted 
to doctors of medicine. The osteopathic statement submitted to 
the Committee during the course of the hearings is repro- 
duced below. 
STATEMENT OF CHESTER D. SWOPE, D.O. 
CHAIRMAN 
DEPARTMENT OF PUBLIC RELATIONS 
AMERICAN OSTEOPATHIC ASSOCIATION 
BEFORE THE COMMITTEE ON WAYS AND MEANS 
OF THE HOUSE OF REPRESENTATIVES 
ON BILLS FOR AN 
“INDIVIDUAL RETIREMENT ACT OF 1955” 


June 28, 1955 
My name is Dr. Chester D. Swope. I am a practicing 
osteopathic physician, with offices in the Farragut Medical 
Building, Washington, D. C. My appearance here is in my 
capacity of Chairman of the Department of Public Relations 
of the American Osteopathic Association.. 
We appreciate the privilege of expressing our views re- 


garding authorization of restricted retirement funds for self- 
employed persons proposed in bills (H. R. 9, Mr. Jenkins; 
H. R. 10, Mr. Keogh; H. R. 785, Mr. Keating; H. R. 2092, 
Mr. Ray; H. R. 2103, Mr. Bosch; H. R. 2143, Mr. Kearney; 
H. R. 2154, Mr. Latham; H. R. 2221, Mr. Wainwright; H. R. 
2592, Mr. Gwinn; H. R. 2633, Mr. Miller; H. R. 3113, Mr. 
Gamble; H. R. 3574, Mr. Coudert) now pending before this 


Committee and cited as the “Individual Retirement Act 
of 1955.” 

The bills permit a self-employed person to have deferred 
until distribution, the tax on the portion of income which he 
has paid to a restricted retirement fund or as premiums under a 
restricted retirement annuity contract, provided the fund or 
annuity contract requires that distribution during his lifetime 
may not be made to him prior to age 65, except in the case of 
his total and permanent disability. 

Two of the bills, H. R. 9 and H. R. 10, require that dis- 
ability in order to entitle distribution prior to age 65 must be 
certified by “a licensed doctor of medicine.” 

The ten remaining bills prescribe that the disability cer- 
tification be made by “a licensed doctor of medicine or oste- 
opathy.” 

In December, 1951, the American Osteopathic Association 
approved the general principle involved in the legislation. It 
still does, but the Association is gravely concerned with the 
disability proof provisions of H. R. 9 and H. R. 10, which 
discredit and legally disqualify certifications made by physicians 
of the osteopathic school of medicine. 

In the event either H. R. 9 or H. R. 10 is acted on by the 
Committee we respectfully request that the words “or osteop- 
athy” be added after the word “medicine” in the respective 
places (page 6, line 5, H. R. 9; page 10, lines 22 and 23, H. R. 
10), as already provided for in the remaining bills. 

Acts of Congress and Federal regulations generally recog- 
nize as sufficiently comparable the professional qualifications of 
a licensed doctor of osteopathy and a licensed doctor of medi- 
cine, in all the States, as witness the following: 


1. The degrees of Doctor of Medicine and Doctor of Osteopathy 
shall be accorded the same rights and privileges under government 
regulations. Healing Arts Practice Act for the District of Columbia, 
Public Law 831, 70th Congress, approved February 27, 1929, 45 Stat. 
1329. 

Interpretive of that law, as applied to the District of 
Columbia, the Commission on Licensure, Healing Arts Prac- 
tice Act, District of Columbia, on May 29, 1930, ruled in part 
as follows: “it is the opinion of the Commission that the Heal- 
ing Arts Practice Act confers upon the practitioners oi oste- 
opathy all the rights and privileges granted to practitioners of 
medicine.” 

That provision of law represents the will of Congress, in- 
dicative of the comparable qualifications and professional stand- 
ing of doctors of medicine and doctors of osteopathy, albeit 
the occasion for expression was in discharge of its respon- 
sibility to protect and promote the health, safety and welfare 
of the people of the District of Columbia over which it exer- 
cises exclusive legislative jurisdiction. 

2. Doctors of osteopathy in all States are recognized for 
examination and treatment of the Federal civil employees who 
become ill or injured due to their employment, viz: 

The term “physician” includes surgeons and osteopathic practi- 
tioners within the scope of their practice as defined by State Law. 

The term “medical, surgical, and hospital services and supplies” 
include services and supplies by osteopathic practitioners and hospitals, 
within the scope of their practice as defined by State law. Public Law 
558, 75th Congress, 3d Session, approved May 31, 1938, 52 Stat. 586. 

3. Doctors of osteopathy in all States are expressly author- 
ized to be utilized for pre-employment and other examinations 
and treatment of on-the-job illness of Federal employees. 
Public Law 658, 79th Congress, approved August 8, 1946, 
60 Stat. 904. 

4. A licensed doctor of osteopathy in any States is a “duly 
licensed physician” for purposes of physical examinations for 
Federal employment. Civil Service Commission, Federal Per- 
sonnel Manual, Chapter M1, Medical Determinations in Con- 
nection with Federal Employment, page 3, approved February 
2, 1951, after the term “duly licensed physician” as follows: 

Duly licensed physician.—A duly licensed physician is a doctor of 
medicine or osteopathy. 

5. Safety Regulation Instruction No. 206, of the Civil 
Aeronautics Administration, promulgated September 4, 1945, 
authorizes physical examinations by doctors of osteopathy in 
all States, in part as follows: 

Inspectors may accept a medical certificate from an applicant 
where such certificate has been executed by any doctor of medicine 
or doctor of osteopathy licensed to practice under the laws of the State 
involved. 

6. Doctors of osteopathy in all States are eligible to ex- 
amine and treat beneficiaries under the Social Security Act. 
Section 403(b) of Public Law 734, 81st Congress, approved 
August 28, 1950, added a paragraph to the General Provisions 
Title of the Social Security Act, Title XI, Section 1101(a), as 
follows: 

(7) The terms “physician” and “medical care’ and “hospitaliza- 
tion” include osteopathic practitioners or the services of osteopathic 
practitioners and hospitals within the scope of their practice as defined 
by State law. 

7. Doctors of osteopathy in all States are eligible for ap- 
pointment in the Medical Service of the Department of Medi- 
cine and Surgery of the Veterans Administration. Section 5(b), 
Public Law 293, 79th Congress, approved January 3, 1946, 59 
Stat. 676, prescribed that an applicant shall 

- hold the degree of doctor of medicine or doctor of osteopathy 
from a college or university approved by the Administrator, have com- 
pleted an internship satisfactory to the Administrator, and be licensed 
to practice medicine, surgery, or osteopathy in one of the States or 
territories of the United States.or in the District of Columbia. 


All colleges and hospitals approved by the American Osteo- 
pathic Association have been approved by the Administrator of 
Veterans Affairs. 

8. The Veterans Administration employs osteopathic physi- 
cians in all the States as fee basis physicians for out-patient 


| 


750 


examination and treatment for service-connected disabilities of 
veterans “under the same rules and regulations as govern such 
services by doctors of medicine.” (Veterans Administration 
Release of February 9, 1948.) 

9. The Veterans Administration accepts examination re- 
ports of doctors of osteopathy in all States for purposes of 
National Service Life Insurance. (Section 3464 of Veterans 
Administration Regulations and Procedure, approved May 5, 
1950.) 

10. Veterans’ partial or total and permanent disability pen- 
sion or compensation examinations by licensed doctors of oste- 
opathy are acceptable by the Veterans Administration under 
the same rules applicable to examinations by licensed doctors 
of medicine. (Chief Medical Director letter of December 10, 
1952.) 

Doctors of osteopathy are licensed and practicing in all of 
the States. For admission to examination for licensure, the 
licensing agencies of all States require high school graduation, 
a minimum of 3 years preprofessional college work, and 4 
years professional college work, and some require internship. 
Of the 487 freshmen in the Fall of 1954 in the six osteopathic 
colleges (there are no osteopathic colleges other than the six 
approved by the American Osteopathic Association), 98 per 
cent had 3 or more years preprofessional college training, 72 
per cent had baccalaureate or advanced degrees. Some three- 
fourths of the States license doctors of osteopathy in major 
operative surgery and drugs. In the remaining States, legal 
competence is limited in varying degree as to drugs or surgery, 
but professional competence is common to all States because 
of the common source of supply, namely, the six colleges of 
osteopathy and surgery and the eighty-five hospitals approved 
for intern-training. 

Subject to our proposed changes, we concur in the objec- 
tives of the pending bills. 

Congress already has encouraged private pension plans for 
EMPLOYEES by tax deferment on employer contributions. 

Some 12,000 self-employed osteopathic physicians or sur- 
geons, in addition to other self-employed persons, would be 
able to participate in a voluntary savings-tax deferment plan 
such as projected in the pending bills, and the American Osteo- 
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pathic Association joins in petitioning Congress for the enact- 
ment of such a plan. 


INDIAN HEALTH IN PUBLIC HEALTH SERVICE 

The Public Health Service, U. S. Department of Health, 
Education, and Welfare, has assumed responsibility for health 
services for American Indians, in accordance with Federal 
legislation enacted in August, 1954. 

Public Law 568 of the 83d Congress transferred the Indian 
health and hospital program from the Department of the In- 
terior to the Public Health Service effective July 1, 1955. The 
program affects about 350,000 Indians living on reservations. 

A Division of Indian Health, located in the Service's 
Bureau of Medical Services, has been created to administer the 
program. Dr. James R. Shaw, a Public Health Service officer 
who has headed the Indian health program for the past 2 
years in the Bureau of Indian Affairs, will continue in this 
capacity as Chief of the new Division. Dr. Frank French and 
Dr. Joseph Dean will continue to serve as assistant chiefs. 
About 3,600 employees, most of whom are located in hospitals 
and area offices in the western parts of the country, have also 
been transferred with the program. 

Dr. Leonard A. Scheele, Surgeon General of the Public 
Health Service, has outlined plans for a twofold health pro- 
gram. First, the medical care program will be expanded to 
provide clinic and hospital services to as many Indians as pos- 
sible who need such care. Fifty-six hospitals are operated by 
the program, and private and other nonfederal hospitals are 
used on a contract basis. 

The second part of the program will be to step up public 
health and preventive services among the Indians. This will be 
done through expansion of field health facilities and services, 
public health nursing activities, maternal and child care, school 
health, sanitation, health education, and dental services. 

The Public Health Service has set up a study of the entire 
Indian health problem and methods for meeting it. Such a 
study was directed by the Congress, with a report of findings 
due in October, 1956. 


POSSIBLE CAST SYNDROME 

To illustrate cast syndrome, W. W. Waddell, Jr., M.D., 
and his associates cite their experience with a patient who 
recovered after an ordinarily fatal electrolyte imbalance. Their 
report appeared in The Journal of Bone and Joint Surgery, 
June, 1955. 

A healthy girl, 12, after wearing a body cast for thoracic 
scoliosis for 3% months, had a new cast applied. Intractable 
vomiting with abdominal pain began the following day. After 
5 days without stool and 1 day marked by three grand mal 
seizures, extreme listlessness, and raving delirium, she was 
rehospitalized with a temperature of 97.6, pulse 100, respira- 
tions 22, and blood pressure 117/80. Divergent strabismus 
(present from birth), dilated pupils reacting sluggishly to 
light, a loud, high-pitched systolic murmur, spastic right and 
flaccid left rectus abdominis muscles without definite mass, and 
only an occasional gurgle instead of peristalsis were noted. 
Neurologic weakness of the face, weakness and spasticity of the 
body, diminished tendon reflexes, and inactive abdominal 
reflexes were noted on the right, without trace of Babinski 
response. Blood values were 15.5 grams hemoglobin and 200 
mg. blood urea nitrogen per 100 ml., and 5,360,000 red and 
17,500 white blood cells with some shift to the left. The urine 
was clear and yellow, pH 5.5, specific gravity 1.011, sugar 
content + + + , with no albumin, casts, nor red or white 
blood cells. Urinary acidity and fair output masked the severe 
dehydration and pronounced alkalosis. Electrolyte levels, meas- 
ured in milliequivalents per liter 36 hours after hospitalization, 
were chloride 38.5 (35.9 when repeated after 6 hours), potas- 
sium 2.3, sodium 128.0, calcium 8.8 (not double-checked), and 
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carbon dioxide 38.7. The electrocardiographic pattern indi- 
cated potassium deficiency. Fourteen grams of potassium 
chloride and 13 grams of sodium chloride in 4,000 ml. of 5 per 
cent glucose in water were infused in 24 hours. After the 
first 12 hours, her status deteriorated. In the morning, 1,500 
ml. of black fluid were removed from the stomach, with 1,000 
ml. more that afternoon and 300 ml. more 3 hours later. Deep 
coma and right abdominal spasms continued, with electrolyte 
losses far exceeding intravenous replacements. Because gas 
could not’ be detected below stomach level, high intestinal 
obstruction had to be ruled out by exploratory laparotomy, 
which disclosed an enlarged, dilated, atonic stomach and duo- 
denum, and flattened ribbon-like intestines. When the ligament 
of Treitz was divided, the jejunum began to uncoil partially 
and air began to flow into the small bowel, probably due to 
manipulation and oxygen administration. Blood pressure, pulse, 
and respiration remained stable throughout the operation after 
which she began to improve. Peristalsis was audible 24 hours 
later, and 48 hours later 2,000 ml. of dark brown fluid was 
extracted from the stomach, its flow diminishing to 250 ml. by 
the third day. Beginning with sips of water, nutrition was 
gradually restored to normal and 8 grams of potassium and 
12 grams of sodium chloride were infused intravenously in 
3,000 ml. of 5 per cent dextrose in water for 4 days, after 
which potassium was ingested orally. By the eighth day the 
oral intake of fluid was adequate, improvement was striking, 
and the patient became nearly rational and began asking for 
food. Intravenous replacement ended on the ninth day and 
hospitalization was terminated on the twenty-second day. Elec- 
troencephalograms recorded a month later still had abnormal 
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patterns and some paroxysmal features, but no permanent dis- 
ability appeared to remain. 


Despite the dramatic improvement postoperatively, a medi- 
cal consultant deemed the operation was not justified in view 
of the critical electrolyte imbalance and maintained that all 
symptoms were actually explainable on the basis of profound 
electrolyte disturbance following the application of a new cast 
to the body. 


FLUIDS AND ELECTROLYTES 


The mechanisms responsible for a constant internal en- 
vironment, with stable body fluid and electrolyte relationships, 
were surveyed by Raymond E. Weston, M.D., in The Medical 
Clinics of North America, May, 1955. 


Studies were based on improved methods of assessing the 
composition of body fluids, clearer understanding of renal and 
cardiovascular function, and better means of evaluating the 
factors that influence the distribution of water and electrolytes. 
The physiologic anatomy and phases of body fluids are briefly 
described and the technic for measuring fluid volume by the 
dilution principle is described. The roles of osmotic forces, 
cellular metabolism, the adrenal and posterior pituitary glands, 
the renal, cardiovascular, respiratory, and gastrointestinal sys- 
tems in maintaining a uniform internal environment; the com- 
pensatory adjustments that occur in clinical disorders of elec- 
trolyte metabolism, often obscuring the underlying disease; 
and treatment, based on clinical as well as laboratory informa- 
tion are all covered. 


How total body and extracellular waters may be accurately 
measured and what they are, are described. Intracellular water, 
not yet directly measurable, is estimated as the difference be- 
tween total body and extracellular fluid volumes; it shouid be 
recalled that such estimates also include all transcellular water. 
The general theory of electrolyte distribution, together with 
definitions of terms, the method of converting milligrams to 
milliequivalents and of measuring electrolyte levels are pre- 
sented. The application of these methods specifically to the 
measurement of body sodium and body potassium distribution is 
discussed. The regulation of fluid and electrolyte distribution 
in terms of the osmotic control of water distribution, of regula- 
tion of body fluid and electrolyte composition, and of controlling 
the volume of body fluids is clarified. And finally, the clinical 
applications of fluid and electrolyte therapy to the patient 
whose organism has lost its capacity to adapt without outside 
help are viewed in terms of the whole patient rather than in 
terms of the components that make up his blood. 


BUFFERIN IN THE MANAGEMENT OF RHEUMATOID 
ARTHRITIS 

The incidence of gastrointestinal reactions to Bufferin in 
patients with active rheumatoid arthritis was studied by Paul 
Fremont-Smith, M.D., whose report appears in The Journal of 
the American Medical Association, June 4, 1955. 

The effect of Bufferin, in tablets containing 5 grains of 
acetylsalicylic acid buffered with aluminum glycinate and mag- 
nesium carbonate, was compared with that of 5-grain tablets 
of USP aspirin. Most of the patients were undergoing long- 
term physiotherapy with dietary adjuncts. No specific anti- 
rheumatic therapy, other than gold salts given in some cases, 
had been prescribed. 

A review of the records of 200 patients with rheumatoid 
arthritis disclosed various gastrointestinal complaints after 
aspirin ingestion in 26 per cent, as compared with 3 to 10 per 
cent intolerance among unselected patients. 

Blind trials with Bufferin and aspirin were made on 48 
patients with histories of aspirin intolerance; actual intolerance 
was proved in 77 per cent, with no reactions to either aspirin 
or Bufferin among the rest. Two tablets of either drug were 
given every 4 hours while the patient was awake or until 


CURRENT LITERATURE 751 


gastrointestinal reactions appeared. Usually aspirin for 1 to 4 
days was followed by unannounced substitution of Bufferin for 
1 to 4 days, after which aspirin was again given. Of the 37 
with confirmed aspirin intolerance, 70 per cent experienced no 
symptoms on Bufferin. The patient tolerant of aspirin was 
never intolerant of Bufferin. 


To evaluate long-term Bufferin therapy, 25 patients with 
confirmed gastrointestinal intolerance to aspirin were given 
Bufferin, 2 tablets four times a day, for 4 to 18 months, 
without adverse effect except in one patient, whose earlier 
gastrointestinal intolerance to aspirin was duplicated after 20 
days of continuous Bufferin intake. 


THE ONE-BONE FOREARM 
A Reconstructive Procedure 

Reconstruction, cross-uniting the proximal part of the 
ulna with the distal end of the radius, to produce a one-bone 
forearm is justified when painful and weakened instability and 
limited rotation call for the restoration of a pain-free lever for 
hand function, according to R. A. Murray, M.D., who describes 
his technic and cites two illustrative cases in a report published 
by The Journal of Bone and Joint Surgery, April, 1955. 


This technic is selected in treating loss of bone and joint 
surface material too extensive for successful grafting to restore 
the arm to stable, pain-free function. It involves step-cutting 
the hone ends and immobilization through fusion of the prox- 
imal end of the ulna and the distal end of the radius with ihe 
help of an intramedullary nail or excising adjacent surfaces 
of the radius and ulna for side-to-side fixation by means of 
cross screws. A plaster cast is then used to enable the bones to 
grow together. The desirable permanent position for the arm 
ranges from pronation to midposition, the choice being based on 
trial casts, tested for comfort. Supination is avoided. In one 
case described, the flexor carpi radialis tendon was subsequently 
transferred to the flexor profundus above the wrist for full 
restoration of finger flexion, which had been lost entirely in 
the primary injury. The final functional result was excellent, 
the staged operations having enabled good wrist and elbow mo- 
tion, only slightly weakened finger flexion, and satisfactory 
over-all use of the arm. 


VERRUCA PLANTARIS 
Wayne Wright, M.D., reviews results in 451 cases of 
plantar warts 9 months after treatment in California Medicine, 
June, 1955. 


The plantar wart, although common, remains a treatment 
problem. Treatment is often abandoned after failure, the 
painful disease is ignored, or patients cope with the problem 
as best they can. 


The treatment methods used in this series, with the cure 
rates for each given in percentages in parentheses, were: elec- 
trocautery with excision of area by wire loop (64); trichloro- 
acetic acid and 40 per cent salicylic acid plaster (65.3) ; 20 per 
cent podophyllin in tincture of benzoin and 40 per cent salicylic 
acid plaster (64.2); local injection of 1 per cent procaine into 
the wart (48.5); liquid nitrogen at weekly intervals (78.7) ; 
carbon dioxide snow at weekly intervals (64.4); x-ray ther- 
apy (73.4); and euphorbium resin at 48-hour intervals (72.2). 
Of 63 controls, treated only by paring the wart down, only 
047 per cent achieved cure, although 46 per cent had no 
subjective symptoms as long as the wart was kept trimmed. 

To be ideal, therapy ought to be safe, effective, painless, 
inexpensive, and should require neither special equipment nor 
curtailed activity. The ideal method is yet to be found. Liquid 
nitrogen, the most effective agent, is not readily available. 
X-ray therapy is a last resort, not an initial treatment, and 
even then should be administered only by a radiologist, who 
diagrams the treated site and records all factors and doses for 
the patient’s future reference in the event that the same area 
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should require treatment by another physician at some later 
date. Euphorbium resin most nearly approaches ideal treatment 
and success with it is predictable after 96 hours. The effect 
of carbon dioxide snow approaches that of liquid nitrogen if, 
in applying it, the pressure is increased and application is pro- 
longed to 120 seconds. The site of the verruca is unrelated to 
the therapeutic responsiveness of the wart. 


SODIUM CINNAMATE AS A SALICYLATE ADDITIVE FOR 
CONTROL OF PAIN IN ARTHRITIS AND RHEUMATISM 


Arthritis is economically damaging, as most of its 6 
million annual victims in this country are from 30 to 50 years 
old. Since only one-sixtieth of them are crippled each year by 
acute disease, the chronic stage becomes the more serious medi- 
cal problem. The search for analgesics without the adverse 
side-effects of salicylates alone has led to the trial of various 
combinations. The most effective additives have been para- 
aminobenzoic acid, succinic acid, and cinnamates. Theodore 
M. Feinblatt, M.D., and Edgar A. Ferguson, Jr., report on 
cinnamates, not previously evaluated, in the New York State 
Journal of Medicine, July 1, 1955. 


The first salicylate-cinnamate formula tested (150 mg. 
sodium salicylate, USP, 25 mg. sodium cinnamate, and ex- 
cipients to total a 5-grain tablet) was tested for 8 weeks on 
40 patients (14 male), average age 49, who had passed into 
the chronic, painful stage. The authors evaluated pain by its 
effect on work and sleep, measured motion with a protractor, 
and compared degrees of movement against the function of a 
comparable but unaffected joint. After 8 weeks on 2 tablets 3 
times a day, 11 patients had complete relief, 27 had partial, 
and 2 had none. Of the 37 with limited motion before treat- 
ment, 14 had fully recovered, 24 had partially recovered, and 
2 had no improved motion after medication. 


Another test of the same formula was carried on for 6 
weeks on 28 other patients (15 male), average age 52 years. 
Comparable controls were given 5-grain tablets containing only 
150 mg. sodium salicylate, USP. Improvement was noted in 
both groups, but was more pronounced after cinnamate therapy. 
Relief was complete in 8, partial in 12, and unnoted in 8 on 
salicylate alone; it was complete in 10, partial in 15, and 
unnoted in 3 on the cinnamate compound. Motion was fully 
restored with the salicylate in 15 patients, as against 21 after 
cinnamate therapy. Salicylate failed to give relief to 9, and 
cinnamate failed in 4. 


Fifty-six patients (26 male), average age 48, were then 
studied under treatment with the salicylate-cinnamate com- 
pound in the same proportions, but balanced with 150 mg. of 
acetophenetidin, USP, and buffered with 60 mg. of sodium 
bicarbonate, USP, combined with excipients to make a 7-grain 
tablet. The relief after each dose of this formula was more 
prolonged. Relief was complete in 35 per cent, partial in 54 per 
cent, and unnoted in 11 per cent of this series, and motion was 
restored completely in 75 per cent, partially in 10 per cent, and 
not at all in 15 per cent of the group. The prolonged analgesia 
is attributed to acetophenetidin. Hot sulfur baths, when added 
to the regimen, reduced local pain and inflammation of the 
joints even further. 


PROBLEMS OF CHEMOTHERAPY IN THE 
OLDER AGE GROUP 


Chemotherapy—used to eliminate parasitic disease without 
affecting host tissues and physiologic functions—is directed 
against disease-causing microbes that are much the same 
among all age groups. Changes in tissue structure, functional 
activity, homeostatic mechanisms, immunologic responses, and 
reactions to chemotherapeutic agents are the problems in the 
aging host. The constitutional and local reactions to injury 
and infection are poor, and diseases remain latent with few 
typical signs or symptoms. David Lehr, M.D., discusses how 
these problems can be met in The Journal of The American 
Geriatrics Society, June, 1955. 
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Significant responses in older age groups are sensitizing or 
nephrotoxic reactions, or complications arising from microbial 
resistance. Among the serious drug reactions are exfoliative 
dermatitis, periarteritis nodosa, and anaphylactoid reactions, 
particularly to penicillin. In this country, 100 to 200 anaphylac- 
toid reactions, 30 per cent of them fatal, are recorded annually, 
and the allergic reactions can only multiply among people 
whose life begins with antibiotic eyedrops and ointments and 
runs through a whole gamut of antibiotics thereafter. 

Triple sulfonamide mixtures offer few threats to the renal 
system if their cumulation in the body is prevented, and anti- 
biotics, if retention is avoided, need not threaten renal func- 
tion or structure. Neomycin, bacitracin, and polymyxin B are 
not for patients with advanced renal impairment. Streptomycin 
and the later antibiotics tend to encourage development of 
resistant “super infections,” and the tetracyclines, in minimal 
doses, are reserved only for carefully selected cases involving 
resistant infections that fail to respond to other measures. 
Diarrhea that appears during antibiotic therapy is a signal 
for withdrawal. Isolation of the debilitated patient under anti- 
biotic treatment will avoid cross infection. The prevalence of 
chronic infections, often of mixed flora, in the aged may be 
due to decreased competence and degenerative changes of 
homeostatic mechanisms. Long-term prophylaxis for chronic or 
recurrent respiratory disease with sulfonamides or antibiotics 
may avert acute infections and exacerbations. The known anti- 
biotics have less effect on chronic urinary infection than do 
sulfonamides of reliable solubility (except for the gram-nega- 
tive urinary pathogens that best respond to penicillin). Pro- 
phylaxis should be thorough whenever contaminated parts of 
the body (the gastrointestinal, respiratory, or genitourinary 
tracts) are entered or when valvular heart lesions exist. Broad- 
spectrum antibiotics cause severe diarrhea and enterocolitis; 
neomycin is ineffective against micro-organisms; and, with 
evidence lacking that radical suppression of gastrointestinal 
bacteria is even desirable, the poorly absorbable sulfonamides 
produce the best result with least risk to the patient. 


THE MANAGEMENT OF MULTIPLE INJURIES 


Stressing care in severe trauma, John L. Lindquist, M.D., 
discussed multiple injuries in Jndustrial Medicine and Surgery, 
June, 1955. 


Emergency care begins with stanching hemorrhage, man- 
aging shock, and ensuring an adequate airway. Fractures are 
then splinted. After the patient is in bed, definitive treatment 
of specific injuries is deferred until priorities are established, 
urgent care is given, and a full evaluation is made. Among 
nonspecific causes of death are shock, hemorrhage, infection, 
cardiovascular-renal and other pre-existing disease, and such 
respiratory complications as obstructed airway or reduced vital 
capacity and tidal air. Respiratory complications now over- 
shadow dangers from shock, hemorrhage, and infection. The 
contributions of anesthetists and thoracic surgeons to lowered 
mortality and morbidity rates for respiratory complications 
are valuable in the care of severe multiple injuries. 


Anoxia, the commonest threat, arises from mechanical 
obstruction or reduced tidal air or vital capacity. Among air- 
way obstructions are the tongue, jaw, foreign matter, blood, 
edema, hyperemia, bronchospasm, excessive or viscid mucous 
secretions, depressed ciliary activity, and depressed cough 
reflex. Treatment is always urgent. Vital capacity and _ tidal 
air may be reduced by abdominal distention, rib fracture— 
particularly in the ambulatory patient, hemothorax, and pneu- 
mothorax. Head injuries take priority over injuries that can 
be attended later. Penetrating abdominal wounds require im- 
mediate surgical exploration. Managing the nonpenetrating 
wound is more difficult. Splenic, gastrointestinal, or urinary 
bladder ruptures demand prompt surgical exploration, whereas 
the early treatment of the ruptured kidney or liver, the 
injured pancreas, and retroperitoneal hemorrhage is con- 
servative. 


Open fractures must be debrided, closed, and immobilized 
unless open treatment and deferred closure appear wiser. 
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Definitive treatment may be postponed. Spinal fractures with 
any evidence of cord injury require immediate laminectomy to 
prevent irreversible damage. Fluid intake, urinary output, 
nutrition, and anemia are at all times controlled. 


Since multiple injuries constitute a potential source of 
litigation, careful, detailed records of examinations, progress, 
treatment, and the reasons for specific treatments are ex- 
tremely valuable. The surgeon must be alert for less obvious 
injuries, even those unrecognized by the patient. Parts not 
actually involved during treatment should be recorded. Nega- 
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tive and positive findings, diagnostic x-ray films, specific 
reasons for deliberate delay or compromise, each new com- 
plaint by the patient, and notes on progress should all be on 
record. 


Not to be overlooked are compression fracture of the 
spine, fracture of the os calcis, rupture of the spleen by 
fractured left lower ribs, and injury of the urinary tract by a 
fractured pelvis. In recording fractured bones of the lower leg 
or forearm, it is wise also to rule out dislocations and fractures 
of bones at other levels. 


DIFFERENTIAL DIAGNOSIS OF INTERNAL DISEASES. 
Clinical Analysis and Synthesis of Symptoms and Signs on Pathophysio- 
logic Basis. By Julius Bauer, M.D., F.A.C.P., Clinical Professor of 
Medicine, College of Medical Evangelists, Los Angeles; Senior Attend- 
ing Physician, Los Angeles County General Hospital; Consultant in 
Medicine, Long Beach Veterans Administration Hospital. Ed. 2. Cloth. 
Pp. 987, with illustrations. Price $15.00. Grune & Stratton, 381 Fourth 
Ave., New York 16, 1955. 


The avowed thought of this text is that diagnosis does not 
end with the tagging of a disease process with an appropriate 
name, but that it must continue into an understanding of both 
the disease process and the patient who is afflicted. The develop- 
ment of this theme is an ambitious undertaking which has 
been done, not perfectly, but very well. Systematized charts and 
tables have been avoided; they have their useful place, but 
Dr. Bauer was undoubtedly right in leaving them out of this 
book. The book is divided into two sections, one dealing with 
the leading symptoms and the other with the leading signs. This 
is in line with the author's. belief that 55 per cent of all diag- 
noses can be made from the history and status of the patient, 20 
per cent more from physical examination, an additional 20 per 
cent through laboratory examination, and that in the remaining 
5 per cent of cases no definitive diagnosis will ever be made, 
regardless of what happens to the patient. Thus, 75 per cent 
of diagnoses can be made from a careful consideration of the 
patient’s signs and symptoms. Understanding of the patient 
himself is facilitated by discussions of the bearing of the 
patient’s general make-up on his pathology. 


This is a very thoughtful work and well suited to the 
needs of the practitioner who is interested in increasing his 
general diagnostic acumen, particularly since the author has 
not forgotten the place of functional illnesses in diagnosis. The 
writing is clear and the usefulness of the book is enhanced by 
its comprehensive indexing. 


ANTIBIOTICS AND ANTIBIOTIC THERAPY. By Allen E. 
Hussar, M.D., F.A.C.P., Chief of Medical Service, Franklin Delano 
Roosevelt Veterans Administration Hospital, Montrose, New York; and 
Howard L. Holley, M.D., F.A.C.P., Associate Professor of Medicine, 
Medical College of Alabama, Birmingham, Alabama; Consultant in 
Internal Medicine, Veterans Administration Hospital, Tuscaloosa, Ala- 
bama. Cloth. Pp. 475. Price $6.00. The Macmillan Company, 60 Fifth 
Ave., New York 11, 1954. 

The three portions into which this book is divided are both 
logical and helpful. Part I consists of a general description 
of the principles of antibiotic therapy and however much the 
physician has had occasion to use antibiotics he will probably 
find much that is new to him. Part II consists of a description 
of the antibiotics now in clinical usage and is a reasonably com- 
plete exposition upon them. The information appears to be 
entirely accurate, but the authors’ description of the frequency 
and severity of various side reaction differs quantitatively, 
though not qualitatively, from that experienced by this re- 
viewer. Part III is a section titled The Drug of Choice and 


from a therapeutic point of view should be the one that is 
most useful to the clinician at this time. The various infectious 
conditions are described together with the antibiotic of choice 
and an explanation as to why it is the antibiotic of choice. The 
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book is well written and data concerning the use of each agent 
are clearly outlined both as to dosage and schedule of adminis- 
tration. 


SURGERY OF THE ALIMENTARY TRACT. Volumes I, II, 
and III. By Richard T. Shackelford, M.D., Assistant Professor of Sur- 
gery, Johns Hopkins University School of Medicine; assisted by Ham- 
mond J. Dugan, M.D., Assistant in Surgery, Johns Hopkins University 
School of Medicine. Cloth. Pp. 2575, with illustrations. Price $60.00 
per set. W. B. Saunders Company, West Washington Square, Philadel- 
phia 5, 1955. 

In 1924 Dr. W. S. Bickham presented to the medical world 
a six-volume compendium of surgery, embracing almost every 
known surgical technic. A revision was attempted by Dr. 
C. Latimer Callander who died in 1948, after 9 years of effort, 
before he could get it into publishable form. In 1949 Dr. 
Shackleford began his work on the gastrointestinal portion and 
after 6 years of effort has finally been able to bring it to a 
satisfactory conclusion. This set of three volumes surveys in 
usable detail practically every known surgical technic used on 
the gastrointestinal tract. Commentaries on indications and 
evaluations of the merits of the various technics are included, 
together with a considered and usually well-substantiated 
opinion as to which procedure in each group should generally 
be considered the one of choice. The writing is clear, illustra- 
tions are numerous and well-executed, and the arrangement of 
the contents is logical. 


A complete index to all three volumes is found at the end 
of each individual volume. Each volume has a table of contents 
at the front which pertains to that volume only, except that 
Volume I has a complete table of contents for all three vol- 
umes. The net result is that it should be as easy for the reader 
to find any specific thing as it is ever likely to be in any work 
of this size. This is not a text that is likely to be of any 
more than passing interest to anyone not doing gastrointestinal 
surgery, but to surgeons doing such work it should be of great 
value. 


PROLONGED AND PERPLEXING FEVERS. By Chester S. 
Keefer, M.D., Physician-in-Chief and Director, Evans Memorial, Massa- 
chusetts Memorial Hospitals; Wade Professor of Medicine, Boston 
University School of Medicine; and Samuel E. Leard, M.D., Assistant 
Visiting Physician and Assistant Member, Evans Memorial, Massa- 
chusetts Memorial Hospitals; Instructor in Medicine, Boston University 
School of Medicine. Cloth. Pp. 248. Price $5.50. Little, Brown & Com- 
pany, 34 Beacon St., Boston 6, 1955. 

Among the more frequent of the numerous problems con- 
fronting the physician is the recognition of the cause under- 
lying febrile states. Fevers of short duration frequently go 
undiagnosed, and with the recovery of the patient the exact 
diagnosis may become a completely academic consideration. 
With more prolonged fevers, the diagnosis becomes increasingly 
important because prolonged fever usually indicates an under- 
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lying pathology which may be of great importance, although 
the author of this work does point out that certain individuals 
may have varying degrees of fever with no other discernible 
variation from the normal state. The opening of this book is 
occupied with a discussion of the variability of body tem- 
perature and the production of fever in general. This is 
followed by a section concerning fevers due to infectious 
conditions and is concluded by a discussion of febrile states 
due to noninfectious diseases. The commoner causes are dis- 
cussed separately from the infrequent causes. This will be of 
service in assisting the reader to differentiate between causes 
he almost certainly will see in practice and those which he 
almost certainly will not see. Admittedly limited in scope, this 
book should still prove *valuable. 


_THE MASK OF SANITY. By Hervey Cleckley, M.D., Professor 
of Psychiatry and Neurology, Medical College of Georgia, Augusta, 
Georgia. Ed. 3. Cloth. Pp. 596. Price $9.50. The C. V. Mosby Com- 
pany, 3207 Washington Blvd., St. Louis 3, 1955. 

In this third edition of his provocative work Dr. Cleckley 
has continued his efforts to acquaint the medical profession 
with the problem of what is generally known as the psycho- 
pathic personality. The author is dealing with a difficult subject 
and one which is hard to explain in any comprehensible terms, 
but he has succeeded in writing what may eventually be con- 
sidered a medical classic. It is not a treatise on therapy but is 
nevertheless important to the practicing physician for it pro- 
vides a background which gives immeasurable help in under- 
standing the curious antics of the unfortunate individuals about 
whom he is talking. Dr. Cleckley also shows a sympathetic 
understanding of the victims of the outrageous behavior of 
these people and points up a carefully thought out and logical 
solution for at least avoiding the bulk of the misery which 
they perpetrate in their bizarre disability. 


PRIMARY ANATOMY. By H. A. Cates, M.B., Late Professor of 
Anatomy and Director of the School of Physical and Health Education, 
University of Toronto; and J. V. Basmajian, M.D., Associate Professor 
of Anatomy, University of Toronto. Ed. 3. Cloth. Pp. 339, with illus- 
trations. Price $5.75. The Williams & Wilkins Company, Mount Royal 
& Guilford Aves., Baltimore 2, 1955. 

The present edition of this work is a revision of previous 
editions. It is a greatly simplified presentation of anatomy 
intended for those who need some knowledge of the subject 
but for whom great detail is unnecessary. Except as an aid to 
a quick review, the work will be of little interest to physicians 
unless they are teaching those for whom the book is intended. 


THE PHARMACOLOGIC PRINCIPLES OF MEDICAL PRAC- 
TICE. By John C. Krantz, Jr., Professor of Pharmacology, School of 
Medicine, University of Maryland; Member of the General Committee 
of Revision of the United States Pharmacopeia, and C. Jelleff Carr, 
Professor of Pharmacology, School of Medicine, University of Mary- 
land. Ed. 3. Cloth. Pp. 1183. Price $12.00. The Williams & Wilkins 
Company, Mount Royal and Guilford Aves., Baltimore 2, 1954. 

In contrast to texts which can be traced, in name if not 
in content, through many editions over a period of many years, 
this work first appeared in 1949. It deals with the application 
of pharmacologic principles to medical practice. An able de- 
scription of its intent appears in the preface, pointing out that 
this is a book of “what to do and why” rather than “how to 
do it and when,” although the latter aspect is by no means 
ignored. It is not a ready handbook of specific treatment, but 
the reader using it will gain an enhanced appreciation of the 
basic thought underlying the rationale of the drugs he uses. 
All important classes of therapeutic agents are described, with 
almost the entire emphasis laid on agents now in use and with 


Journal A.O.A, 
August, 1955 


little attempt to present drugs which are largely obsolete. The 
material has been brought thoroughly up to date, the writing is 
intérestingly done, and the material is well arranged. Adequate 
representation of alternate drugs within each group is pro- 
vided with descriptions of reasons for preferring one over the 
other in individual cases. The indexing is quite thorough and 
should prove adequate for any normal use. 


A TEXTBOOK OF PHYSIOLOGY. Edited by John F. Fulton, 
M.D., Sterling Professor of the History of Medicine, Yale University 
School of Medicine. Ed. 17. Cloth. Pp. 1275, with illustrations. Price 
$13.50. W. B. Saunders Company, West Washington Square, Phila- 
delphia 5, 1955. 

This edition comes 5 years after its immediate predecessor 
and represents another revision of the text originally written 
by Howell in 1905. It is probable that none of Howell's original 
material is to be found in it. Essentially, the material is a 
compilation of writing by specialists in various fields in the 
United States, England, and Mexico. The continuity is good in 
spite of the diversity of authorship and all sections are treated 
in a capable manner. Although the material is voluminous, 
detailed, and filled with minutiae, the book is not too difficult 
to read. It is well illustrated, but the index would be more 
useful if it were more comprehensive. 


HYPERTENSION AND NEPHRITIS. By Arthur M. 
M.D., Director of Medicine, Beth Israel 
Professor of Medicine, Post-Graduate Medical School of New York 
University, New York, N.Y. Ed. 5. Cloth. Pp. 986, with illustrations. 
Price $12.50. Lea & Febiger, Washington Square, Philadelphia 6, 1954. 


Fishberg, 
Hospital, New York; Clinical 


This work represents the first revision in 15 years and 
consequently includes a large amount of new material. Dr. 
Fishberg promises in his preface that he has not forgotten that 
most people suffering from the diseases he describes are cared 
for by physicians who ordinarily have limited laboratory 
facilities available to them. On the whole, he lives up to his 
promise very well. This is an intensely practical book, in which 
comprehensive surveys of treatment are combined with a wide 
background of pathology, physiology, and diagnostic material. 
It is not a particularly easy book to read, especially in long 
reading sessions, but the difficulties are by no means _for- 
midable. The Table of Contents is broken down into consid- 
erable detail, and the indexing appears adequate. 


REACTIONS WITH DRUG THERAPY. By Harry L. Alex- 


ander, M.D., Emeritus Professor of Clinical Medicine, Washington 
University Medical School; Former Editor of the Journal of Allergy. 
Cloth. Pp. 301, with illustrations. Price $7.50. W. B. Saunders Com- 
pany, West Washington Square, Philadelphia 5, 1955. 

This book is a discussion of the allergic reactions that may 
be produced by the use of drugs for therapeutic purposes. It 
contains little of great importance that is new, but it does bring 
together in one volume much important information that is 
usually widely scattered. The book opens with a discussion of 
the mechanisms by which these reactions are produced, which 
is followed by a discussion of the types of reactions which are 
seen. Each reaction is discussed individually, and the various 
agents that are known to produce each one are listed with the 
discussion. In addition, a large number of drugs that are known 
to cause reactions are discussed, arranged according to the 
dominant uses of the drugs concerned. While this is a book 
that at first glance would appear to have no place in the aver- 
age practitioner’s office, a second glance suggests that it might 
be very helpful in accounting for some of the obscure mani- 
festations that he sees. 


(Continued on page 770) 
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